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CHAPTER I 
INTRODUCTION 
Most professionals in the mental health field would 
agree that conventional psychiatric diagnoses may be useful 
in clinical practice (e.g., Caveny, Wittson, Hunt & Herrman, 
1955; Klopfer, 1962; Zigler & Phillips, 1961; Zubin, 1967). 
However, numerous studies have found them to be statistically 
unreliable (e.g., Braginsky & Braginsky, 1974; Rosenhan, 
1973; Taft, 1955; Temerlin, 1968; Yates, 1970). In some of 
these studies clinicians were found to diagnose the same 
patient with very different labels (Temerlin, 1968). In 
other studies, a patient's characteristics were not always 
correctly predicted from his/her psychiatric label (Phillips, 
1963). 
The investigation of the problems surrounding clin-
ical labeling necessarily draws together research from three 
disparate areas in the field of psychology. The first area 
relates to the issue of the true nature and utility of con-
ventional psychiatric diagnoses and clinical judgment (some 
salient examples are: Berdie, 1950; Caveny et al., 1955; 
Chein, 1966; Hobbs, 1975; Klopfer, 1962; Meehl, 1956; Win-
throp, 1964; Zigler & Phillips, 1961). A second area of 
1 
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concern deals with the biases inherent in clinical observa-
tion and the utilization of various social and behavioral 
cues (e.g., Barker, 1951; Bersoff, 1971; Price, 1973; Rabkin, 
1972; Rosenhan, 1973; Szasz, 1961; Temerlin, 1968). This 
area has also been researched by those sociologists whose 
attention to this problem focuses upon diagnostic labeling as 
a function of socio-cultural influences (e.g., Braginsky & 
Braginsky, 1974; Goffman, 1963; Scheff, 1971; Wolfensberger, 
1972). Price (1971) refers to these social scientists as 
advocates of the 11 social perspective" of mental illness. 
The third area of importance has been investigated by social 
psychologists interested in the fields of person perception, 
impression formation, and expectancy effects as they relate 
to the process of clinical diagnosis (e.g., Asch, 1956; 
Cline & Richards, 1964; Cronbach, 1964; Estes, 1938; Farina, 
Allen, & Saul, 1968; Farina & Ring, 1966; Hastorf, 1970; 
Orne, 1962; Rosenbaum, 1968; Rosenthal, 1964, 1973). 
The practical relevance of research in this area 
involves the alteration or distortion of one's perception of 
an individual's otherwise neutral or normal behavior when a 
diagnosis is imposed on that individual. This concern is 
especially crucial for the psychotherapist, professional and 
paraprofessional, whose aim is the modification of maladap-
tive behaviors and the strengthening of adaptive ones. In 
the case of children, early ascription of diagnostic labels 
may in Nicholas Hobbs' (1975) terms, "generate expectations 
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that often work at cross purposes with the most enlightened 
efforts to help children" (Trotter, 1975, p. 5). It is hoped 
that pertinent research in the realm of clinical diagnosis 
and judgment will eventually produce practical ideas for 
alternative categorizing systems or modifications of our 
contemporary schema. 
The present study attempted to explore the vari-
able of suggestion inherent in clinical judgment and the 
utilization of diagnostic labels. This investigator is pri-
marily attending to the set a psychiatric label imposes on 
observers which influences their perception and interpreta-
tion of behavior. Since the process of the labeling of handi-
capped children seems to be of grave concern to many clin-
icians currently, the present research focused on the use 
of traditional medical diagnoses with "emotionally disturbed" 
children in a special school setting. This investigator is 
interested in the alteration of perception and interpreta-
tion of specific behaviors as well as the generation of self-
fulfilling prophesies which early imposition of diagnostic 
labels could lead to. 
CHAPTER II 
REVIm'l OF RELATED LITERATURE 
Nature and Function of Diagnoses 
Scientific classification or taxonomy has been one 
goal of all physical and natural sciences. Social scientists, 
and specifically psychologists, have yearned for an organized 
system of classification of mental health and illness since 
the genesis of the science itself. Szasz (1961) states that 
our preoccupation with identification and classification is 
fundamental to the need "to order the world around us." 
The classification schema currently used in the United States, 
which is one of fifty systems used throughout the world 
(Zubin, 1967), is one adopted by the American Psychiatric 
Association in 1968 (modified version, Diagnostic and 
Statistical Hanual of Mental Disorders, second edition 
[DSM-II], 1971). It has its basis in Kraepelin's 1883 de-
scription and clarification of mental disorders, and was 
greatly affected by the adoption of the medical model or 
perspective of psychopathology. 
In the current literature, "diagnosis" is often 
neglected because clinicians tend to be more interested in 
results and cures than in how they reached them 1 (Caveny et 
al., 1955). The applied scientist such as the clinical psy-
chologist and psychiatrist "borrows techniques, assumes 
4 
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their infallibility and creates elaborate intellectual ration-
alizations to justify the diagnoses rather than subject them 
to careful experimentation" (Caveny et al., 1955, p. 368). 
During the last twenty years when such careful experimenta-
tion on diagnoses has been undertaken, results have often 
been disappointing. From this type of research, criticisms 
leveled against-the contemporary diagnostic system are: lack 
of homogeneity, poor validity and low reliability (Hunt·, 
Jones & Nelson, 1962; Sawyer, 1966; Taft, 1955; Yates, 1970; 
Zigler & Phillips, 1961). Part of the inadequacy of the sys-
tem is caused by a lack of consistency in the basis of each 
classification. Most categories tend to be descriptive of 
symptom manifestations, while others relate classification 
to etiology, prognosis, treatment choice, or social con-
formity. However, it is important to realize that the diag-
nostic system cannot be designated true or false, but rather 
useful or not useful in attaining prescribed goals (Zigler 
& Phillips, 1961). These goals may be description, etiology, 
or prognosis, and they may differ with the function they 
serve: administrative, therapeutic, research, or preventive. 
"Like mathematics, diagnosis is suscept~ble to the deliberate 
distortions of liars and to the unwitting distortions of 
fools. Diagnosis itself remains guiltless" (Caveny et al., 1955 
p. 368). 
Other criticisms against the present use of diag-
nostic categories are that current clinical labels tend to 
be dehumanizing (Winthrop, 1964); they are incomprehensible 
6 
to anyone outside the field of psychology and psychiatry 
(Klopfer, 1962); lengthy and clumsy evaluations take crucial 
time away from psychotherapy (Klopfer, 1962); diagnosticians 
use arbitrary and ambiguous labels and convince themselves 
they are scientific (~hein, 1966); and of primary importance 
to this study, diagnoses may lead the counselor to erroneous 
conclusions about the -client and retard rather than facili-
tate the therapeutic process (Berdie, 1950). 
Nicholas Hobbs, in a 1975 report to the Department 
of Health, Education, and Welfare entitled Issues in the 
Classification of Exceptional Children, argues for more pre-
cise diagnostic practices which are closely monitored in the 
mental health field. He emphasizes that children who have been 
carelessly categorized and labeled as "different" often become 
stigmatized for life and are denied the educational and voca-
tional opportunities guaranteed to others. Under the guise 
of being treated, "they are forgotten, neglected and abused" 
(Trotter, 1975, p. 5). 
With the growth of behavioral approaches in psycho-
therapy, renewed interest has been stimulated in clinical 
assessment and diagnostic evaluation (Goldfried & Kent, 1972). 
Some psychologists are suggesting that clinicians refer to 
units smaller than the total personality which is the unit 
currently assessed for labeling (Scott, 1968). Reliability 
of diagnoses may tend to be higher if the label is based on 
specified, meaningful and discernible bahaviors rather than 
global personality. 
7 
social Perspective 
The social perspective of mental illness is probably 
the most recent to develop, following the psychoanalytic, 
medical (illness), learning, moral, and humanistic perspec-
tives (Price, 1972). Its major proponents are Goffman, 
Becker, Scheff, and S~rbin, and they consider social label-
ing as one of the major causes of deviant behavior. These 
researchers focus on the diagnosis ascription process--who 
is labeled as mentally ill, by whom, and under what circum-
stances. Deviance, .in Erikson's (1962) terms, is not con-
sidered "a property inherent in certain forms of behavior; 
it is a property conferred upon these forms by the audiences 
which directly or indirectly witness them" (Braginsky & 
Braginsky, 1973, p. 111). "The deviant is one to whom the 
label has been successfully applied" (Becker, 1963, p. 18). 
Social scientists in this field see diagnostic labels not 
only as "misconceptions of reality but also as misleading 
and obfuscating ••• it is the labelers rather than the 
recipients who suffer from poor reality testing and defective 
intellectual processes •••• Labels reveal a great deal 
about diagnosticians and the society they serve" (Braginsky 
& Braginsky, 1974, p. 24). Hobbs (1975), referring spe-
cifically to the labeling of children, states that various 
child-care systems are controlled by different professional 
groups, each of which employs a different category of ex-
ceptionality. How a child gets labeled or "trademarked" 
8 
often depends on the professional identity of the labeler. 
Scheff's (1971) sociological theory of mental ill-
ness has two basic components, social role and societal reac-
tion. He assumes that even the most chronic mental illness 
is in part a social role and the societal reaction is the 
most important determinant of entry into that role. This 
societal reaction is often organized and activated by a 
psychiatric diagnosis since the state is legally empowered 
to commit those persons labeled as mentally ill. Goffman 
(1963) writes that the person diagnosed as mentally ill is 
"stigmatized" and the stigmatized person is reduced in the 
observer's mind from a "whole and ordinary" person to a 
"tainted and discounted" one. However, mental illness usu-
ally C?nsists of symptoms vaguely defined, and the designa-
tion of behaviors as symptomatic of mental illness depends 
more upon social than upon medical contingencies. 
With the shift in applied psychology in the last 
thirty years, from hospitalization towards community mental 
health, has also come a change in the definitions of deviant 
behavior. Labels assigned to such behavior strongly influence 
attitudes towards those regarded as "deviant" and the labels 
tend to activate pre-existing beliefs about the mentally ill 
which is often to the detriment of the individuals so labeled 
(Rabkin, 1972). Rabkin does not see the major problem in the 
mental health field as society's negative evaluation of mental 
illness, but rather the accompanying rejecting attitude 
toward the mentally ill and the formerly mentally ill. 
9 
cumming and Cumming (1957) performed their now classic study 
in a small middle class Canadian community, and they found 
that the general public has a basically negative attitude 
toward mental illness and it is infeasible to modify this 
specific attitude without modifying the whole social system 
(Rabkin, 1972). Nunnally found all his subjects tended to 
regard the mentally ill as dangerous, dirty, unpredictable, 
and worthless. No evidence was found to support the previous 
findings (Kasselbaum, 1960; Hollingshead & Redlich, 1958) 
that attitudes about mental illness are related to educa-
tional level or social class (Rabkin, 1972). 
In many studies the acting-out child or the disrup-
tive and aggressive subject is considered less socially ac-
ceptable than the withdrawn, detached, depressed, or in-
active child or subject. In a study by Rapp (1965), pairs 
of subjects had to describe a child's behavior. One member 
of each pair was informed that the child was feeling "under 
par" while the other was given the opposite label. Written 
descriptions of the child's behavior by judges were signif-
icantly different in the expected direction (unpublished 
manuscript cited in Rosenthal, 1964). 
Children can easily get caught in the middle of the 
diagnostic labeling process. They are involuntary partic-
ipants in any evaluation or modification procedure occurring 
in their school. Undesirable behavior in a child is what-
ever behavior is regarded and treated as such by his teachers. 
Wickman (1928, p. 4), very early in the literature, called 
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on the clinician to "consider both the child whose behavior 
is troublesome and the teacher who is distressed or disturbed 
by the child's conduct." He had teachers make lists of be-
havior problems they experienced in their classrooms, and 
he found a great vari~tion in teacher reports. Apparently 
there is a large difference between individuals in their ob-
servation and accurate· diagnosis of behavior disturbances. 
Phillips (1963) cites a study in which a person with symptoms 
of schizophrenia, but not labeled as such and described as 
not receiving any help whatsoever, was seen as normal by ob-
servers; whereas a normal person, but not so labeled and 
described as having been in a mental institution, was seen 
as severely disturbed. Bersoff (1971) proposes that these 
results may apply to children now found in "special class-
rooms." If they were called normal and kept in regular 
classes they would be less rejected by society than if iso-
lated in special classes. 
The two most important and relevant investigations 
completed using social perspective hypotheses are Temerlin's 
(1968) research on "suggestion effects in psychiatric diag-
nosis" and Rosenhan's (1973) study involving the experiences 
of eight "normal" pseudo-patients who gained admission to 
twelve different mental institutions. 
Rosenhan had eight pseudo-patients admitted to the 
facilities by giving their veridical social histories and 
saying that they were having auditory hallucinations. Eleven 
11 
of the subjects were diagnosed as schizophrenic and one was 
diagnosed as manic depressive. Rosenhan states that the im-
portant issue is that a diagnostic leap was made between a 
single presenting symptom and the diagnosis of mental ill-
ness. He suggested tnat the description, "hallucinating," 
was all that should have been warranted by the admitting 
physicians and by our current state of knowledge. Once the 
person was designated abnormal, the perception by hospital 
staff of his/her other behaviors and characteristics was 
colored by that label. It took two weeks before most of the 
pseudo-patients, who behaved as sanely as possible on the ward, 
were discharged. They were discharged with the diagnosis of 
"schizophrenia in remission." The ward aides often recorded 
the behavior of th~ subjects as abnormal (such as compulsive 
note taking} which outside of the mental hospital would have 
been considered a normal activity for researchers. Rosenhan 
wrote that their perceptions and behaviors towards the pseudo-
patients were controlled by the hospital situation rather 
than being motivated by a malicious disposition. 
Rosenhan did a corollary study in which he told 
hospital staffs (~=8} that at least one pseudo-patient would 
try to get admitted to their hospitals within the next three 
months and they were to rate from one to ten the probability 
that each admission was a fake. No pseudo-patients were 
actually involved and a significant number of admitting 
physicians rated actual patients as fakers. 
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Rosenhan received wide public acclaim over his 
studies as well as numerous rebuttals from scientists in the 
field. His data and results seemed to be more appealing to 
the lay population than to professional researchers. Sev-
eral of his critics present reasonable faults with Rosenhan•s 
research. Fleishman (1973) suggests that the pseudo-patients 
did fake histories and therefore were diagnosed correctly 
on the basis of those histories. Most doctors do not expect 
voluntary admissions to be liars. Ostow (1973) reports that 
mental illness can be easily simulated and note-taking com-
pulsivity is common among patients in hospitals. If a doctor 
refuses to admit such a person into a hospital, and that 
person later commits suicide or homicide, the doctor could 
be in legal trouble. Lieberman (1973) states that Rosenhan's 
study actually proves that competent judges cannot distin-
guish the insane from the sane feigning insanity, when judges 
are aware of no reasons to feign insanity. Hunter (1973) 
wrote that the pseudo-patients on the ward did not really 
behave normally, since a normal person would have gone to a 
nurse's station and said, "I am a normal person who acted 
crazy to get in here and would now like to get out." 
Rosenhan was inspired to undertake his investigation 
by some research completed by Langer and Abelson (first pub-
lished in 1974). They video-taped an interview in which dis-
cussions were focused on a client's job history and difficul-
ties. Then two groups of observers, one consisting of well 
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trained psychodynamic psychologists and the other consisting 
of behavioral therapists were asked to rate the degree of 
adjustment of the client. Half the group were told they were 
watching a psychiatric interview and the other half that they 
were watching a job interview. It was hypothesized that the 
therapeutic orientations of clinicians would influence the 
effect the labels had on their judgments. It was thought 
that therapists who were behaviorally oriented would be quite 
skeptical about the utility of diagnostic categories and 
labels. Those psychodynamic clinicians who thought they 
were watching the job interview rated the subject as much 
better adjusted than those who thought they were rating a 
patient in a psychiatric interview. The effect of the label 
was much slighter and non-significant between the groups of 
behavioral clinicians. 
Temerlin (1968) had groups of psychiatrists, clinical 
psychologists, and graduate students in clinical psychology 
diagnose a taped interview of a "normal, healthy person. 11 
Just prior to listening to the recording they heard a pro-
fessional person of high prestige say that the individual to 
be diagnosed was "a very interesting man because he looked 
neurotic but actually was quite psychotic." The credible 
source for the psychologists and graduate students was a 
well known psychologist with many honors; and the credible 
sources for the psychiatrists were two board certified psy-
chiatrists and one psychoanalyst. After listening to the 
14 
patient the judges indicated their diagnosis from among ten 
neuroses, ten psychoses and ten miscellaneous personality 
types, one of which was "normal." Each judge also wrote a 
brief clinical report of the patient to indicate the behavioral 
basis for his or her diagnosis. They were instructed to avoid 
inferences. 
None of the control subjects (no credible source 
giving a diagnostic label) ever diagnosed psychosis while 
diagnoses of psychoses were made in the experimental groups 
by 60 per cent of the psychiatrists, 28 per cent of the 
psychologists and 11 per cent of the graduate students. In 
their clinical reports most subjects either mixed inferences 
and observations or reported inferences exclusively. Only 
the few subjects wno diagnosed health reported straight ob-
servations or behavioral data. Temerlin concludes that sug-
gestion effects contribute to the unreliability of psychiatric 
diagnoses. Apparently diagnostic labeling varies with per-
sonal values, training, and perceptual consistencies of the 
individual diagnostician. 
The Temerlin study and the Langer and Abelson study are 
both well controlled laboratory experiments. Rosenhan's 
study, on the otner hand, is more of a field study, lacking 
the experimental controls and the sophisticated methodology 
of the other two studies. Each type of research has its 
obvious benefits and limitations in exploring the social 
Perspective field. 
15 
person Perception and Expectancies 
Social psychologists have been interested in the area 
of person perception since the early work of Estes in 1938. 
He studied how accurately observers judge the personality of 
subjects from their expressive, non-verbal behavior. He 
used two-minute film clips of actors who walked into a room, 
removed coats, played Black Jack, built houses of cards,etc. 
The situation provided an opportunity for the actors to 
demonstrate a variety of expressive movements which were 
representative of their behavior in real life situations. 
Judges .then rated the actors on personality dimensions or 
selected appropr~ate personality descriptions for each actor 
from several possibilities. Estes found that judges varied 
widely in their ability to match the behavior of actors with 
their personality sketches. Variance in accuracy was deter-
mined by: (1) the characteristics of the judge; (2) the 
characteristics of the subject; (3) the aspects of personal-
ity being judged. Judges with strong interests in the arts 
were more accurate than those with inte·rests in the sciences 
or philosophy. Adult judges, in general, were more accurate 
than student judges. However, in one of his studies, judg-
ments of psychologists and college students were reliably 
inferior to those made by the average judge. There was more 
accuracy when judges were asked to make global judgments by 
matching rather than rating sdales; and there was greater 
accuracy when subjects tended to be expressive rather than 
introverted. 
Cline and Richards (1964) suggested that there was 
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a general ability to perceive others accurately. This ability 
consists of at least two independent parts: (1) sensitivity 
to the generalized other, and (2) interpersonal sensitivity 
(Bronfenbrenner's terminology), or in Cronbach's (1964) 
terminology, (1) stereotype accuracy and (2) differential 
accuracy. Cline also employed film in his research. He 
had color film interviews of ten different people. Judges 
were given the task to postdict possible real life behavior 
of the person seen in the film. (For example, nwhen X gets 
angry, he usually .") These items were tailored 
to each film and responses were rated by clinicians who had 
earlier tested the film subjects, interviewed them, and 
acquired background material on them. 
Allport has written that the ability to accurately 
judg·e behavior is like an artistic ability which is neither 
entirely general, nor entirely specific (Taft, 1955). 
Hastorf (1970) suggested that some dimensions of rating seem 
to lend themselves to accuracy more than others. Perhaps a 
two-minute silent film clip (Estes, 1938) provides too little 
information to obtain any accuracy in judgment; yet too much 
information could be confusing (e.g., sound films, Cline, 
1964; live observations, Wickman, 1948). 
In one experiment, Cline (1964) showed films of 
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four highly structured interviews with college males to 
groups of judges. During each 11-minute interview, as much 
information as possible was elicited from the interviewee, 
both objective, and emotional. He had his judges fill out 
three measures involv~ng prediction and postdiction of the 
subjects' behavior and responses. The question then arose 
for cline as to whether the judges would have been just as 
accurate in their responses had they not seen the films but 
instead had filled out the same three measures according to 
their stereotype of a typical college male. He was primarily 
interested in Cronbach's component of "stereotype accuracy." 
cline ran a control group of 57 undergraduates who completed 
the same prediction and postdiction measures by guessing what 
they felt a typical college male would be like. Cline ob-
tained significant results (p < .001) with two of his three 
measures favoring those who had seen the films. This evi-
dence suggests that the judges watching the films were making 
quite accurate predictions or ratings on the basis of differ-
ential analysis and a real evaluation of the personalities 
of the film subjects, rather than from a crude internalized 
stereotype of what college males were like. On the average, 
the group of judges who were professional clinicians proved 
most accurate, follmved by a group of judges who were nurses, 
a group who were college students, and a group who were church 
members and engineering trainees. 
Rosenthal and Orne, among other social psychologists, 
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deal with person perception and suggestion effects from the 
angle of 11 demand characteristics'' of the experimental, educa-
tional, or therapeutic situation. Orne (1962, p. 77) defined 
demand characteristics as the "totality of cues which convey 
the experimental hypothesis to the subject and which become 
significant determinants of subjects' behavior." Rosenthal 
examined a piece of this phenomenon in his study of the ef-
fects of the experimenter on the results .of psychological re-
search. He found that observer bias tends to produce results 
consistently much lower or higher than a true or criterion 
value. Observer bias is related to characteristics of the 
observer or the observation situation or both (Rosenthal, 
1954). In one of his earlier studies, Rosenthal had students 
rate photographs of people on a scale which ran from "experi-
enced success" to "experienced failure." The subjects were 
told that the experimenter wished to see whether they could 
replicate "well established experimental findings, as students 
in physics labs are expected to do." Depending in which dir-
ection the E said the findings were expected to go ratings 
by the students were consistently and significantly in that 
direction on the scale. 
In later studies utilizing a classroom setting, 
Rosenthal found that teachers who· expect certain students to 
Perform better than the rest of the class because of informa-
tion given them from a variety of sources (psychologists, 
tests, etc. } : (1) create a warmer social emotional climate 
around those students; (2) give them a larger amount and more 
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difficult material than given to the others; (3) give more 
feedback to them; (4) give them more opportunity to respond 
to questions. Thus a child who is expected to perform well, 
generally will. Also of importance is the fact that if a 
child who is not expected to perform well, does so, his 
teacher will often look upon his behavior and personality as 
undesirable. This is ·especially true of children in low 
ability classrooms (Rosenthal, 1973). 
The influence of perceived mental illness on inter-
personal relations has also been studied by social psychol-
ogists (e.g., Farina & Ring, 1966; Farina, Allen & Saul, 
1968). They found that the belief that a person is mentally 
ill strongly influenced the perception of that individual, 
even though the "ill" person's behavior in no way justified 
these perceptions. They concluded that when a person is 
"stigmatized" (they used the labels "mentally ill" and 
"homosexual" i~ vario':ls studies), he/she is not only evalu-
ated less favorably, but also, other people behave differently 
and generally less favorably toward him/her. In Farina's 
(1966, p. 20) earlier study, subjects read fake biographies 
of their partners prior to doing a task. There were two 
different biographies which subjects read depending on which 
group they were randomly assigned to. One biography read: 
11 1 h ave certain problems in adjustment. • •• I was placed 
in a mental institution when I had a kind of nervous break-
down." The other biography read" "I tend to think of myself 
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as relatively normal. . • . 11 The subjects in this study v1ere 
young and well educated, ch~racteristics once thought to be 
associated with favorable attitudes toward the mentally ill; 
nevertheless, results showed subjects to react more unfavor-
ablY to "ill 11 partners than to normal partners. It is appar-
ent that under certain circumstances what a person supposedly 
reveals about himself/herself, significantly influences the 
perception of his/her behavior by an observer even though the 
actual behavior does not justify that perception. One argu-
ment over the conclusions drawn from this study is that the 
type of encounter it utilized was so brief and superficial 
that all that was measured were people's stereotypes about 
the mentally ill. However, this initial impression would 
probably reduce thA chance for further interaction which 
keeps the mentally ill and stigmatized person a "prisoner of 
his own reputation" (Farina & Ring, 1966). 
The Nature of Behavioral 
Observation and Ratin~ 
A typical explicit or implicit sequence that a 
clinician follows before he/she begins treatment is to care-
fully observe the client's behaviors and then to rate those 
behaviors on subjective or objective maladaptive-adaptive 
scales. The clinician ordinarily follows these steps before 
attaching a label to the client. Blumberg (1971) devised a 
training program in behavior observation to be used at the 
United States Army Medical Field Service School. He divides 
observations into three categories: (1) visual--facial ex-
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pressions, body posture, and behavioral gestures; (2) audi-
tory--rate, volume, and tone of voice plus vocal gestures; 
(3) tactile cues--these are usually minor. Blumbe~g empha-
sizes that the presence of one sign of behavioral abnormality, 
even when it is quite clear, does not warrant classification 
of the client's subjective state. Validity of a diagnosis 
is achieved through a·number of signs or cues. An example 
of this concept would be that the observation of someone 
smoking might persuade the observer to deduce anxiety, though 
a deduction of this kind may be premature. In Blumberg's 
training programs he illuminates features which keep clinicians 
from objectively observing what is actually present: (1) 
preconceived ideas of the observer, including set, biases, 
and prejudices; (2) personal.needs of the observer and "self 
validating phenomenon"; and (3) situational factors such as 
economic or social gains that can motivate clients to behave 
in ways inconsistent with their feelings outside of the ob-
servational setting. The primary concern in the present re-
search was with feature number one (specifically the ·set of 
diagnosis). 
During observation of people's behavior, various 
types of judging instruments can be used by the clinician. 
The following is a partial list of such instruments used in 
person perception research: 
1. trait-rating procedures--adjective checklists, 
semantic differentials, Likert-type rating 
scales; 
I 
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2. postdicting real life behavior--usually true or 
false or multiple choice questionnaires; 
3. postdicting responses to specific objective test 
items--Minnesota Multiphasic Personality In-
ventory, Strong Vocational Interest Blank, etc. 
4. postdicting scores on achievement tests; 
5. postdicting theoretical constructs (psychiatric 
diagnoses); 
6. writing global descriptions of the person being 
judged; 
7. matching person being judged to personality 
description; 
8. ranking procedures based on the degree of a 
trait or characteristic present; 
9. forced choice tests--for example, the judge pre-
dicts which of two statements the subjects would 
agree or disagree with; 
10. Q-sort technique; 
11. any combination of the above (Cline, 1964). 
Most researchers in this area, however, develop their own 
judging tests in the absence of valid procedures available 
currently. Whereas Blumberg listed three features which 
prevent clinicians from making objective observations, Cline 
followed this lack of objectivity to the next step and offers 
ten causes of errors in judgment. He focuses on the kinds of 
biases and response sets which influence rating: 
1. social desirability or the tendency to predict 
the most socially desirable response in making 
predictions and judgments of others; 
2. similarity of the judge to the subject being 
rated; 
3. acquiescence set; 
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4. the judge ·employs an undifferentiated .stereotype 
to predict the behavior of the person he is ob-
serving; thus, only if the observed subject fits 
the stereotype will the judge achieve accuracy; 
5. personal reaction of the judges such as liking 
or disliking the individual can produce a "halo" 
effect in rating and judging; 
6. making use of an implicit personality theory: 
for example, the judge may assume there is an 
invariant relationship between trait "A" observed 
in the subject and traits "B, " "C, " and "D i• not 
observed; 
7. central tendency response set; 
8. the assumption of the judge that he is similar 
to the subject, and thus he projects; 
9. the assumption of the judge that he is dis-
similar to the subject, so he projects "in 
reverse"; 
10. semantic ambiguities which cause the judge to 
interpret a trait name in the rating instrument to 
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mean something other than it was intended to mean 
in its development and use. 
Methodological Issues 
The methodologies employed in investigations of 
clinical judgment or diagnostic fallibility are varied. It 
is helpful to understand some of the methodological problems 
other researchers in the area have encountered in order to 
see more clearly the rationale for the methodology used in 
the present study. All "person perception" and "social per-
spective" research into the influence of. labels includes some 
type of stimuli to be evaluated, some form of behavior evalu-
ation and set measurement technique, and some diagnostic set 
induction technique. 
As briefly discussed on page 16 , researchers have 
employed stimuli ranging from still photographs {Rosenthal, 
1964) to live stooges (Rosenhan, 1963). The question 
arises in such investigations as to how representative of real 
life the stimuli are, and further, how much information the 
stimuli should emit so that judgments of the behavior wit-
nessed will be accurate. Researchers have to decide how long 
the stimulus presentation should be and whether it should 
be in McLuhan's terms, a "hot" or a "cold" medium. In other 
words, how much information will the observer have to project 
of him/herself onto the stimulus in order to evaluate it. 
One \vould think that less projection is done when a live 
person is the stimulus than when a still photograph is the 
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stimulus. The present study has adopted a compromise approach 
to the "amount of stimuli and information issue" found in 
past investigations, by using silent, color films in which 
the child subjects rapidly adapted to the cinematographic 
situation. Since Cline (1964) found that the maximum time 
judges could sit through films of subjects and accurately 
take tests was two hours, the present investigator·used 
two films which were each eight minutes long. 
The subjects who make up the stimuli utilized for 
observers to evaluate is another crucial methodological issue. 
When films or recordings are employed, they are generally of 
an actor asked to behave "normally" or participate in an 
interview situation; or they are of a "normal" person in a 
specified situation. What usually varies in such studies are 
the labels attached to the actor or filmed subject or the 
label of the filmed situation. When a live stimulus is used 
in such investigations, the subject is generally an actor 
or "normal" person instructed to display phony symptoms or 
divulge distorted "presenting complaints" for evaluators; 
or evaluators are given an inaccurate diagnostic label or 
"expectancy" for the subject. The current study is unique 
in that it employs two films--one of a normal subject and 
one of a disturbed subject. This methodology permits com-
parison of a filmed subject with him/herself; the only 
factor changing is the label ascribed to him/her. Such com-
parisons allow the investigator to draw conclusions about the 
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effect the imposition of diagnostic labels has on both normal 
and disturbed children. 
The types of instruments used by investigators in the 
past to evaluate observers' perception of the stimulus 
employed were listed on page 21 • They include projective 
techniques, trait-rating procedures, clinical descriptions, 
etc. Devising a measure which allows the observer to evalu-
ate the stimulus subject, and can be used to measure the 
effect of the set which the investigator has induced (e.g., 
diagnostic label), as well as one which is.easily quanti-
fiable, has not been entirely successful. A study such as 
the present one needs to employ measures which can detect 
observers' expectations for the filmed subjects (Rosenthal, 
1954), detect observers' global perception of the subjects' 
emotional adjustment (Temerlin, 1968; Langer and Abelson, 
1974), plus detect differences in observers' perceptions of 
specific behaviors--both whether they felt behaviors occurred 
at all, and whether or not the behaviors are interpreted as 
being normal (Wickman, 1928; Rosenhan, 1973). For ·this reason 
the present study adopted three instruments: a global trait 
rating scale (semantic differential), a problem checklist 
which would pick up expectancy effects (Peterson Problem 
Checklist), and a behavior description test closely linked 
to the actual filmed behavior of the subjects (designed by 
the investigator). 
Social perspective researchers in this area also had 
to devise a method for inducing a psychological set in ob-
I 
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servers or evaluators of their stimuli. The challenge to these 
investigators has been to employ a technique which is effec-
tive, requires a minimal amount of deception, and is ethical. 
The set induced by most researchers investigating labeling 
effects has generally been a diagnostic category. Rosenhan 
(1973) imposed the diagnostic label on his stooges by their 
own self report. Temerlin (1968} usea the diagnostic state-
ment about the subject from a "credible source... Phillips 
(1963) used written character descriptions to induce the 
diagnostic set. Langer and Abelson (1974} chose to label 
the stimulus situation rather than the actor within it to 
induce the set in their observers. All these studies em-
ployed deception to a certain degree as does the present in-
vestigation. Rosenhan's study probably involved more dis-
tortion, faked information and interference in the delivery 
of actual mental health services than did the others, reasons 
that some of his critics suggest that such research is un-
ethical (e.g., Fleishman, 1973; Ostow, 1973). Through the 
use of the films, subjects and procedures used in the present 
study (see Methods section} this investigator hoped to keep 
deception to a minimum and not infringe upon the rights or 
freedom of the observers or the filmed subjects. 
Hypothesis 
In light of the methodological issues discussed above 
and the research completed in the three content areas feeding 
into the exploration of 11 labeling effects," the present 
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investigator tested the following hypothesis: 
undergraduate observers who vie\v both a normal child and 
a disturbed child on film, will perceive the children and 
the children's behaviors as more "abnormal 11 if told that 
they have been diagnosed 11 Severely emotionally disturbed 
pre-psychotic symbiotic ties, mild mental retardation, 
and epilepsy" than if told that they have been labeled 
"normal. 11 
This study is concerned primarily with the set a traditional 
psychiatric label imposes on observers which influences their 
perception and interpretation of behavior. 
In addition to the hypothesis tested in this investi-
gation, the researcher had additional concerns which were 
explored using the data collected. Secondary issues to be 
discuised are: the effect a diagnostic label has on an ob-
server's evaluation of behavior versus having no diagnostic 
label; the effect seeing a film of a child has on an ob-
server's ratfng of the child's behavior, versus not seeing 
the film and having observers depend solely on their inter-
nalized stereotype of what the average child is like; and the 
effect training and experience with children has on the 
extent to which observers are biased by an imposed diagnostic 
label Y.Then interpreting a child' s behavior. 
CHAPTER III 
METHOD 
subjects 
Subjects were 80 Introductory Psychology and Develop-
mental Psychology students from Loyola University of Chicago 
randomly assigned to 8 counterbalanced groups. The majority 
of the subjects were freshmen and sophomores who volunteered 
to participate. The median age was 21. Since this research 
was also a pilot investigation for a more thorough and ex-
panded dissertation, an adjunct sample was obtained. This 
subject group concisted of 36 experienced and trained special 
education teachers enrolled in graduate child psychology 
courses at Northeastern Illinois University. The rationale 
for using this group was to begin to develop a model for 
future research in which the variables of experience, training, 
therapeutic orientation, and expertise, will be exru~ined as 
they correlate with the degree that contemporary diagnostic 
labels affect perception of behavioral abnormalities. 
A small comparison control group of 20 Loyola under-
graduate Developmental Psychology students was also used in 
the study, as well as 60 undergraduate Mundelein College 
"Theories of Personality" students who were used to estab-
lish norms for the semantic differential employed in this 
investigation. 
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Materials 
Two eight-minute, color 8 mm films were used. 
Film A focuses on a normal (has never been involved in 
psychotherapy and is functioning adequately at home and in 
school) six year old girl. Film B focuses on a five and one-
half year old boy who was excluded from the Chicago Public 
Schools and was attending a special day school for severely 
emotion~lly-disturbed children affiliated with Loyola Uni-
versity. The combined diagnosis ascribed to him by the 
Chicago Board of Education and his psychiatrist was: "severely 
emotionally disturbed involving pre-symbiotic ties, mild 
mental retardation, and epilepsy." For more detailed infor-
mation on the rationale for utilizing both a normal and a 
disturbed filmed subject, see page 25 . 
The setting for both films is the Loyola Day School 
and the grounds of Loyola University. Both children were 
filmed in very similar structured and unstructured activ-
ities. They were each filmed alone, with peers (in structured 
and unstructured activities), and with a teacher or teachers 
(engaged in both structured and unstructured tasks). Each 
film was equally divided among these segments. The children 
were asked to be spontaneous and much of the time they were 
unaware of the camera or cameraman. However, during indoor 
filming, especially when they were filmed alone or with a-
teacher in a room, they were cognizant of the filming pro-
cedure. Staff members of the Loyola Day School who were 
familiar with both children informally rated the films as to 
I 
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the accuracy of the footage selected in being representative 
of their real life behavior. The raters agreed that the be-
havior of both children in the films was similar to their 
behavior outside of the experimental situation. To assess 
the pull or characteristics of the film stimulus itself, the 
two films were shown to several viewers, professional and 
inexperienced, who were asked to write descriptions of the 
children. See Appendix G for three of these descriptions 
and see Chapter V for further discussion of the nature of 
the stimulus. 
Behavior Description Test 
The first test of three tests administered to all 
subjects was the Behavior Description Test. This measure 
was developed for exclusive use in the present study. It 
consists of a series of "positive" and "negative" statements 
describing the filmed subjects arranged in a Likert-scale type 
test. 
This measuring device was based_on a technique used 
by Langer and Abelson (1974) and Temerli.n (1968). They had 
their subjects write open-ended clinical descriptions about 
each of their filmed subjects including gestures, attitudes, 
perceived emotional state, interpersonal skills, etc. The 
measure employed in this investigation was easier to quantify. 
To devise the test, both films were shown to ten raters who 
't·lere blind to the experimental· hypothesis. Six of the raters 
were asked to write a character description of each of the 
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children in the style of a "literary narrative." Some of these 
raters were in the mental health field; others were not. 
The other four raters were asked to write a clinical report 
on each child which included theoretical psychological con-
structs and inferences. These four raters were experienced 
clinical or developmental psychologists. The reports by the 
ten raters were surveyed by the investigator who then took 
statements which either appeared consistently across raters 
or seemed most representative of the childrens' film be-
havior and he arranged them in a Likert-scale fashion. 
Twelve "positive" statements and twelve "negative" state-
ments were included for both children (Appendix A). The 
directive to the subjects included in the written instruc-
tions on the test was to first go through the statements, 
marking those which applied to the particular child in the 
film; and next to rate those statements which applied on a 
scale fron one to three, one being "slightly accurate in 
describing the child" and three being "quite accurate in 
describing the child." Two measures were obtained and an-
alyzed from this test. Measure I was the number and strength 
of positive items chosen by the subject. Measure II was the 
number and strength of negative items chosen by the subject. 
The more "disturbed" the child was perceived to be, the 
greater the "negative" score (Heasure II) and the smaller the 
·~ositiv~score (Measure I). 
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semantic Differential 
The second test administered to all subjects after 
they had viewed each film was a semantic differential de-
vised by Foley in 1971 (Appendix B). The current investigator 
added one item to the other 82 items ("emotionally healthy-
emotionally disturbed") to test the face validity of ob-
server's perceptions of the children's degree of normality 
or disturbance. Each item in the measure is a bipolar trait 
and the terms are alternated on a random basis. Some items 
go from the negative (undesirable) aspect of the trait to 
the positive (desirable) aspect; others go from the positive 
to the negative. The traits are rated on a scale from one 
to six with one being very negative and six being very posi-
tive. 
The semantic differential (Osgood, 1967) and spe-
cifically that scale designed by Foley (1970) is based on a 
scale used in research by Becker (1960) plus a few additional 
items. Becker's scale sampled the personality domain out-
lined by Cattell (1957). Foley used the semantic differential 
to compare the pre-therapy ratings of a child (both actual 
and ideal child) by his/her parents and teachers with the 
post-therapy ratings (cf., Foley, 1970). Foley's findings, 
using 48 comparisons for factors, were encouraging for the 
use of the semantic differential as an adequate measure of 
behavioral change. She also found through 
tion, that the total score on the semantic 
is the sum of all the item 
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statistic. When the total ratings on the differential for 
the 11 disturbed" children (those experimental groups of chil-
dren in therapy with experienced, untrained, and briefly 
trained tnerapists) were compared to the total ratings for 
the "normal 11 children (a control group of 50 children matched 
by age to the experimental groups) the mean total scores and 
standard deviations were: Clinic Population Mean Total · 
Score-253.43, SD-33.21 Normal Population Mean Total Score-
304.13, SD-32.01. (The semantic differentials were com-
pleted by each child's mother, father, and teacher. The 
total scores were then obtained and averaged. The higher 
the score indicated, the more desirable is the behavior. The 
highest possible score on Foley's measure was 402.) There 
was a significant difference (t = 6.90-10.05, E <.001) on 
all measures of the "actual" child between the ratings of 
normal children and the disturbed clinic population. Thus, 
in Foley's study, the semantic differential discriminated 
between "normal" and "disturbed" children. This fact is 
most important for the present investigation since the total 
score rather than factor scores, is the statistic which was 
considered. 
Foley's semantic differential with the addition of 
the one item mentioned previously, was administered to a 
pilot population of sixty undergraduate Mundelein College 
students in a "Theories of Personality" class. They were 
requested to answer each item as it pertained to "the 
average child" in their opinion. The mean for each item 
, 
was obtained. Those fifty items with means very close to 
either extreme on the one to six scale were the items used 
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as the criterion key to arrive at a total ~core of "adjust-
ment." The other items were statistically judged to be 
ambiguous and of little use for an experimental group of 
college age and education. Foley (Reference Note 1) suggested 
that if this current research utilized only a rotal "adjust-
ment" score and not separate factor scores, then the ratings 
on ambiguous items could be safely and statistically elim-
inated from that total score. 
Peterson Problem Checklist 
The third test administered to the subjects in this 
investigation was the Peterson Problem Checklist (1958). 
This questionnaire (Appendix C) was devised from 20 Cattell-
type bipolar scales (Cattell, 1957) which have fairly precise 
behavioral descriptions. Peterson scored these scales for 
Cattell's two largest factors, adjustment and extraversion. 
The adjustment factor consists of traits such as patient, 
persevering, mannerly, good natured, calm, responsible, not 
jealous, cooperative, scrupulous, trusting. The extraversion 
factor consists of traits such as frank, happy-go-lucky, 
energetic, friendly, bold, cheerful, assertive, gregarious, 
composed, prefers companions of the opposite sex. Peter-
son's Problem Checklist grew from items in these two factors. 
The subject in this study circled 0 (no problem), 
1 (a mild problem), or 2 (severe problem) if he or she 
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perceived or "guessed .. that the statement could apply to the I 
filmed child. The written instructions stated that subjects 
should "use their imagination to predict or extrapolate 
answers from the child's filmed behavior." The total score 
is the degree of disturbance or maladjustment. The lower the 
child's total score the more favorable is the rater's per-
ception and expectation of the child's current and future 
behavior. 
Each subject was also requested to fill out a bio-
graphical questionnaire (see Appendix D). This.asked for 
such information as age, sex, major, whether they had ever 
worked with children and in what situation, number of psy-
chology courses taken and which ones; whether they had ever 
worked at the Loyola Day School; whether they had a growth 
orientation or a pathology orientation towards mental ill-
ness, and their own definition of mental illness. The ques-
tions for the trained and experienced, adjunct group were 
more complete and detailed (Appendix E) in the areas of 
I .I 
training, theoretical orientation and experience. 
Procedure 
Undergraduate subjects \vere divided into eight counter-
• 
balanced groups with an N of 10 each. The two adjunct groups 
had an N of 18 each. The investigator began each experi-
mental session, in order to disguise the actual intent of the 
research, with an explanation that this was a study on the 
effect of social intelligence on the perception of children's 
p 
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behavi.or. A,s a further cover, all groups were given Guil-
ford's Cartoon Prediction Test (Guilford, 1968) which took 
about ten minutes for the subjects to complete. This is one 
test of social intelligence (Walker & Foley, 1973). Next 
subjects were asked to read and follow the instructions on 
page A which was the first page of the first test packet 
(see Appendix F). Half the subjects were ·instructed to keep 
a tally of the pathological behaviors they perceived during 
each film. The rest of the subjects did not. 
The first eigh~-minute film was shown next, in the 
order and with the instructions described below. After the 
film each subject completed his/her test packet consisting 
of the measures just described. The same procedure was 
followed with the second film. 
Group 
Group 
Group 
Shown First 
I: Film A (girl} 
(I) "The child in this 
film is a normal 6 
year old girl who was 
filmed while visiting 
a special school." 
II: B instruction (2) 
III: A 
(3) "The child in this 
film is a 6 year old 
girl who has been ex-
cluded from the city 
public schools and 
attends a special 
school. She has been 
diagnosed by the Board 
of Education and her 
psychiatrist as "severely 
Shown Second 
Film B (boy} 
(2} "The child in this 
film is a normal 5-1/2 
year old boy who was 
filmed while visiting 
a special school." 
A instruction (I) 
(4) instruction is same 
as (3) except child is 
called a 5-1/2 year old 
boy. 
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emotionally disturbed 
involving pre-psychotic 
symbiotic ties, mild 
mental retardation, 
and epilepsy." 
Group IV: B (4) A (3) 
Group V: A (1) B ( 4) 
Group VI: B ( 4) A (1) 
Group VII: A (3) B (2) 
Group VIII: B (2) A (3) 
The adjunct subjects were divided into two groups. 
Counterbalancing for film order effects was deemed unneces-
sary as was demonstrated by the results from the investiga-
tor's initial results (see Chapter IV). These groups corre-
spond to Groups I and III mentioned above. All other pro-
cedural details were the same as for the other experimental 
groups. 
After viewing each film, all subjects were asked to 
complete the test packets which had been distributed earlier. 
Instructions for each measure were included with the tests. 
Each subject filled out one test booklet after each film. 
The last page of the second test packet was the biographical 
questionnaire. Subjects were instructed to fill them out 
carefully and completely. 
All subjects remained anonymous and were coded by 
numbers on the tests they completed which signified the 
groups they were in and whether or not they had been instructed 
to complete the pathological incidence tally. The entire 
experimental session lasted sixty minutes with each group of 
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subjects. Debriefing was accomplished through an hour meet-
ing at the conclusion of the data analysis. 
In order to determine both qualitatively and quanti-
tively the nature of the stimuli without the addition of any 
diagnostic set, a con~rol group was run after all experi-
mental sessions had been held. Twenty Loyola undergraduate 
Developmental Psychology students made up this comparison 
group. Subjects were given no labels for either of the 
children prior to viewing the films. Ten of those involved 
completed test packets after each film while ten subjects 
wrote descriptions of each child as they perceived them to 
be. An equivalent subsample from the experimental groups 
of undergraduates was chosen as a comparison for the con-
trol group mentioned above. The experimental group also in-
eluded ten subjects who completed test packets. In both the 
control and experimental groups the film of the normal sub-
ject was shown first and the film of the disturbed subject 
was shown second. The experimental subsample group was given 
the imposed label, "normal," for both children. Since these 
two groups were matched for size and order of film presenta-
tion, statistical comparisons could be made between them on 
the effect an added set, the diagnostic label of "normal," 
had-on the evaluation of filmed behavior. 
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CHAPTER IV 
RESULTS 
This research examined the biasing effect of a psy-
chiatric diagnostic label imposed on a child, upon the per-
ception of that child's behavior. The study addressed 
itself to this hypothesis: (see page 27). Observers viewing 
both a normal and a disturbed child on film, will perceive 
the children and their behaviors as more "abnormal" if told 
that they have been diagnosed "severely emotionally disturbed 
• pre-psychotic symbiotic ties, mild mental retardation, 
and epilepsy" tha::1 if told that they have been labeled 
"n.·:>rmal." 
The Effect of Diagnostic Labels 
on Observers' Interpretation 
of Behavior 
Table 1 presents the mean scores of all undergraduate 
observers on each of the four measures for each filmed subject 
under both the "severely emotionally disturbed ••• " and 
"normal ••. " conditions. It should be re-emphasized that 
the higher the score on Measures I and III, the more "normal" 
the behavior in question was perceived to be. The higher the 
score on Measures II and IV, the more disturbed the behavior 
in question was perceived to be. Tables 2 through 9 are 
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TABLE 1.--Mean Scores* on Four Measures for College Undergraduate Sample 
11 Emotionally 
11 Normal 11 11 Emotionally 11 Norrnal" Disturbed" 
Subject Disturbed 11 Subject Subject 
Labeled Subject Labeled Labeled Labeled 
Measure "Normal 11 "Disturbed" "Di$turbed" "Normal" 
I 
(Number and strength of positive 
behavior descriptions) 21.27 10.93 17.38 15.03 
II 
(Number and strength of negative 
behavior descriptions) 4.60 15.07 9.25 9.78 
III 
(Semantic differential) 223.70 185.50 198.96 218.20 
IV 
(Peterson Problem Checklist) 24.00 52.30 45.80 37.75 
*Means arrived at by taking mean of scores based on ratings of film shown first and 
film shown second. 
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Analysis of Variance (ANOVA) summary tables in which the 
sources of variance for each analysis run on the four dif-
ferent dependent measures are presented. The sources of 
variance included are the actual diagnosis of the filmed 
subject, the imposed diagnosis (diagnosis given in instruc-
tions) of the filmed subject, and the interaction of the two. 
Table 2 is an analysis of variance for Measure I {see Appen-
dix A) which was the number and strength of positive behavior 
descriptions of the child. To partial out any order or com-
parison effects caused by showing two films to every experi-
mental group at one sitting, Table 2 is data collected only 
from responses to the film shown first. In half of the eight 
counterbalanced groups, this film was the actually normal 
subject (girl} and in the other half of the groups the film 
was the actually disturbed subject (boy}. Table 3 is data 
collected only from responses to the film shown second. The 
data collected from responses to the film shown first is 
handled separately for each dependent variable to assess 
the effect of ordered position and eliminate any comparison 
effect. 
Tables 4 (film shown first) and 5 (film shown second) 
are analyses of variance for Measure II (Appendix A) which 
was the number and strength of negative behavior descrip-
tions of the child. 
Tables 6 (film shown first) and 7 (film shown second) 
are analyses of variance for Measure III (Appendix B) which 
was the semantic differential. 
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TABLE 2.--Analysis of Variance for Measure I Ratings on the 
Film Shown First (N = 80) 
Source of Variation 
Actual Diagnosis 
Imposed Diagnosis 
Interaction: Actual x 
Imposed Diagnosis 
Error 
* p < .005 
** p < .001 
df 
1 
1 
1 
76 
I'1ean Square F 
361.25 10.51* 
490.05 14.26** 
22.05 .64 
34.36 
TABLE 3.--Analysis of Variance for Measure I Ratings on the 
Film Shown Second (N = 80) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 1,428.05 31.73** 
Imposed Diagnosis 1 186.05 4.13* 
Interaction: Actual x 1 31.25 • 69 
Imposed Diagnosis 
Error 76 45.00 
* p < • OS 
** p < .001 
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TABLE 4.--Analysis of Variance for Measure II Ratings on the 
Film Shown First (N = 80) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 94.612 2.73 
Imposed Diagnosis l 418.61 12.02* 
Interaction: Actual x l 63.01 1.82 
Imposed Diagnosis 
Error· 76 34.71 
* p < .001 
TABLE 5.--Analysis of Variance for Measure II Ratings on the 
Film Shown Second (N = 80) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 1,402.81 31.01** 
Imposed Diagnosis 1 485.11 10.72* 
Interaction: Actual x 1 78.01 1.72 
Imposed Diagnosis 
Error 76 45.24 
* p < .002 
** p < .001 
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TABLE 6.--Analysis of Variance for Measure III Ratings on the 
Film Shown First (N = 80) 
Source of Variation 
Actual Diagnosis 
Imposed Diagnosis 
Interaction: Actual x 
Imposed Diagnosis 
Error 
* p < .001 
df 
1 
1 
1 
76 
Mean Square F 
270.11 .27 
29,376.10 29.88* 
21.02 .02 
TABLE ?.--Analysis of Variance for Measure III Ratings on the 
Film Shown Second (N = 80) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 4,666.51 3.09 
Imposed Diagnosis 1 7,315.31 4.85* 
Interaction: Actual x 1 959.11 .64 
Imposed Diagnosis 
Error 76 1,508.97 
* p < .04 
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Tables 8 (film shown first) and 9 (film shown 
second) are analyses of variance for Measure IV {Appendix C) 
which was the Peterson Problem Checklist. 
Inspection of the results in Tables 2 through 9 in-
dicated that the F values for the main effect of the diag-
nosis imposed on the filmed subjects are significant for 
each of the four measures (~ranges from 4.13 to 24.77, 
E <range from .OS to .001). There seem to be no great 
primacy or recency effects for the imposed diagnosis effect 
(film shown first: F = 12.02-29.88, £ < .001; film shown 
second: F = 4.13-10.72, p < .os-.002). 
The main effect of the actual diagnosis of the child 
was significant on Measures II and IV when the film was 
shown second and o:.1 Neasure I for both showings (F = 10. 50-
31.73, p < .002-.001). The semantic differential detects 
the actual diagnosis main effect less well than do the other 
three measures perhaps as an effect of confounding variables 
to be discussed in the following chapter. 
The interaction between the factor of an imposed 
label and the factor of an actual psychiatric diagnosis was 
never significant on the four measures employed (F = .02-1.82). 
This data supports the hypothesis that undergraduate 
observers who view a filmed child's behavior will perceive 
that behavior as more abnormal if told that the child has 
been diagnosed as "severely emotionally disturbed It 
than if told that the child is "normaL .•• " 
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TABLE 8.--Analysis of Variance for Measure IV Ratings on the 
Film Shown First (N = 80) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 55.1.25 1.42 
Imposed Diagnosis 1 9,592.20 24.77* 
Interaction: Actual X 1 500.00 1.29 
Imposed Diagnosis 
Error 76 387.29 
* p < .001 
TABLE 9.--Analysis of Variance for Measure IV Ratings on the 
Film Shown Second (N = 80) 
Source of Variation 
Actual Diagnosis 
Imposed Diagnosis 
Interaction: Actual x 
Imposed Diagnosis 
Error 
* p < .003 
** p < .002 
df 
1 
1 
1 
76 
Mean Square F 
4,500.00 10.50** 
4,176.05 9.74* 
101.25 .24 
428.60 
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Data Analysis of Secondary Concerns 
To explore the issue of the effect a diagnostic label 
has on an observer's evaluation of behavior versus having 
no diagnostic label, this investigation included a control 
group of observers. They were given no diagnostic label for 
either of the filmed subjects and were asked to complete the 
same tests the experimental groups did. Table 10 presents 
the ~eans for each dependent variable for both films seen by 
the control group. 
Table 11 includes the t-scores for differences between 
the means of the control group and an equivalent subsample 
of the experimental group in which both the disturbed sub-
ject (boy) and the normal subject (girl) were labeled nor-
mal (the girl was shown first and the boy was shown second 
in both groups}. There were significant differences between 
the control group's rating of the normal filmed subject and 
the appropriately matched experimental sub-group's rating of 
the normal subject (t range is from 1.09 to 2.55; E < 
.10-.01}. The normal diagnosis imposed on a normal subject 
influences an observer's ratings in a positive direction. 
The "normal" diagnosis imposed on the disturbed subject only 
slightly influences an observer's ratin~s in a positive 
direction when compared to responses to the same subject 
when the diagnostic set is removed altogether. 
The semantic differential was administered to a 
normative sample of sixty undergraduate students so that a 
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TABLE 10.--Mean Scores on Four·Measures for Undergraduate 
Control Group (N = 10) 
"Emotionally 
Disturbed" 
Subject with 
Measure No Label 
I--(Number and strength 
of positive behavior 
descriptions) 12.2 
II--(Number and strength 
of negative behavior 
descriptions) 
III--(Semantic differ-
ential) 
IV--(Peterson Problem 
Checklist) 
9.5 
213.6 
37.8 
"Normal" Subject 
with No Label 
17.3 
6.3 
200.1 
35.8 
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TABLE 11.--t-Test Table of Mean Differences Between Control 
Group and Equivalent Sub-Sample of the Experimental 
Population* (N = 20) 
Control Experimental p 
Film Group Group t (One-
Subject Measure (N=lO) (N=lO) (df=l8) Tailed) 
I 17.3 20.8 1.09 .10 
II 6.3 3.5 1.53 .07 
Actually 
Normal III 200.1 238.5 2.55 .01 
Subject 
IV 35.8 24.6 1.31 .08 
I 12.2 14.2 .37 
II 9.5 7.4 .32 
Actually 
Disturbed III 213.6 221.3 • 32 
Subject 
IV 37.8 32.7 .27 
* Sub-sample of experimental population is the group who 
were given the label, "normal," for the actually normal 
subject and the label, "normal," for the actually dis-
turbed subject. Film of the girl (normal subjec~was 
shown first in both Experimental and Control Groups. 
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criterion key could be developed. These subjects, who were 
told to answer each item according to their internalized 
stereotype of an 11 average child,'• did not observe the films 
used in the research. The mean total score of this group on 
the semantic differential (50 items--highest possible score = 
300) was 244.17. It should be noticed that of all the values 
in row three of Table·l, Table 9, and Table 12, the value 
above for the "average child" is highest. This evidence may 
suggest that observers watching the children were utilizing 
the added visual stimuli that film provides in making their 
evaluation and interpretations, rather than depending solely 
on a crude internalized stereotype of what the average child 
is like. 
Another secondary concern of this investigation was 
the degree to which training and experience influenced the 
biasing effect of an imposed diagnostic label. Table 12 
presents the mean scores on the four measures for each filmed 
subject under both the "abnormal" and "normal 11 conditions 
for the experienced and trained adjunct sample. Since the 
previous results indicated that the counterbalancing of the 
groups for order effects was unnecessary for the analysis of 
the main effect of imposed diagnosis, the experienced sample 
was divided into only two groups of subjects (N per group = 
18). One group of experienced subjects saw both filmed 
children with the diagnosis of "severely emotionally dis-
turbed . " and the other group of experienced subjects 
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TABLE 12.--Mean Scores on Four Measures for Adjunct Experienced Sample 
"Normal" "Emotionally "N'ormal" 
Subject Disturbed" Subject 
Labeled Subject Labeled Labeled 
Measure "Normal" "Disturbed" "Disturbed" 
I 17.50 10.55 15.50 
II 4.27 8.00 5.16 
III 221. 55 185.66 207.05 
IV 42.77 49.27 42.94 
"Emotionally 
Disturbed" 
Subject 
Labeled 
"Normal" 
12.11 
8.83 
192.27 
45.16 
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saw both filmed children with the diagnosis of "normal." 
The films were shown in the same order to both groups (girl 
first, boy second). Tables 13 through 16 are ANOVA summary 
tables which present the sources of variance for each analysis 
run on the four different dependent variables. The sources 
of variance included are the actual diagnosis of the filmed 
subject, the imposed diagnosis of the filmed subject, and 
the interaction of the two in the adjunct sample. For 
!·1easures I, II, and III, the actual diagnosis main effect 
was significant {F = 5.16-9.51, £ < .03-.003). The main 
effect of the imposed diagnosis (F = 0.0-1.13) and the inter-
action (F = .02-.28) were not significant on any of the 
measures. While no direct comparisons were made between 
the untrained experimental sample and the trained adjunct 
sample because of confounding issues to be discussed in the 
next chapter, the data does suggest that observers more ex-
perienced with children and the mental health field might 
be less biased by a diagnostic label than untrained under-
graduates. 
The Cartoon Predictions Test was administered to the 
undergraduate sample merely as a disguise for the experi-
mental hypotheses. No statistical analysis was performed 
on the data from this test although a correlational study 
is possible in the future. Most of the biographical infor-
mation obtained from the questionnaires (Appendixes D and E) 
was used to better define the subjects in each sample and 
may be manipulated further in future research. 
, 
TABLE 13.--Analysis of Variance for Measure 
Both Films Shown to Experienced Sample (N 
Source of Variation 
Actual Diagnosis 
Imposed Diagnosis 
Interaction: Actual x 
Imposed Diagnosis 
Error 
* p < .003 
df Mean Square 
1 480.50 
1 56.89 
1 .89 
68 50.52 
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TABLE 14.--Analysis of Variance for Measure II Ratings on 
Both Films Shown to Experienced Sample (N = 72) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 245.68 5.15* 
Imposed Diagnosis 1 .14 0.00 
Interaction: Actual x 1 13.35 .28 
Imposed Diagnosis 
Error 68 13.35 
* p < .03 
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TABLE 15.--Analysis of Variance for Measure III Ratings on 
Both Films Shown to Experienced Sample (N = 72) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 1,152.00 5.47** 
Imposed Diagnosis 1 2,005.56 .95 
Interaction: Actual x 1 280.05 .13 
Imposed Diagnosis 
Error 68 2,112.54 
* p < .03 
TABLE 16.--Analysis of Variance for Ivleasure IV Ratings on 
Both Films Shown to Experienced Sample (N = 72) 
Source of Variation df Mean Square F 
Actual Diagnosis 1 342.35 .42 
Imposed Diagnosis 1 82.35 .10 
Interaction: Actual x 1 70.01 .09 
Imposed Diagnosis 
Error 68 816.94 
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CHAPTER V 
DISCUSSION 
The applied mental health field, to a very large 
degree, is crucially.dependent upon the clinical judgment, 
accuracy, and efficacy of its professional and paraprofes-
sional membership. It is also essential that the language 
used and labels ascribed during the rendering of mental 
health services do not in any way function as a deterrent 
to the rights and freedoms of the individual consumer. The 
current study presents evidence that traditional psychiatric 
diagnoses affect the perception of and response to normal 
and abnormal behavior. Specifically, the data presented 
previously demonstrates and supports the hypothesis, that 
undergraduate observers viewing a filmed child's behavior 
will globally perceive that child (regardless of whether the 
child is actually "disturbed" or "normal") as more abnormal 
if told that the child has been diagnosed 11 severely emotion-
ally disturbed involving prepsychotic symbiotic ties, mental 
retardation, and epilepsy" than if told that the child is 
"normal" (see page 27 }. One example of this would be the 
tendency for an observer to respond on the semantic differ-
ential that the child in the film is slightly to moderately 
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naloof 11 \vhen diagnosed disturbed; whereas the observer might 
respond that the same child is slightly to moderately 11 re-
sponsive" when labeled "normal." These same observers will 
also view certain specific behaviors (whether those behaviors 
are actually adaptive, or maladaptive) as being "deviant" 
\'lhen the child is labeled "severely emotionally disturbed" 
and as "typical" when.the child is labeled "normal." For 
example, the same filmed incident indicated on the behavior 
description test (Appendix A) was often described as "the 
child . appeared to be hallucinating or at least losing 
contact with events and circumstances around him or her 11 
when the "emotionally disturbed ..... diagnosis was im-
posed, or described, 11 Like many kids this child makes funny 
faces ..... when the "normal" label was imposed. Another 
example might be observers selecting: 11 The child responds 
more frequently to adults than to his or her peers suggesting 
that he or she may be working through significant dependency 
issues with his or her parents ... "when given the diag-
nosis "disturbed 11 ; while selecting: 11 The child is affec-
tionate with adults and generally responds happily and play-
fully to their teasing" when given the label "normal." Ap-
parently, the diagnostic label imposes a response set on 
observers which makes their judgments of behavior inaccurate. 
Langer and Abelson (1974, p. 8} suggest that diag-
nostic labels provide one vehicle for which input surround-
ing any situation or individual may be organized. Diagnoses 
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"serve as categories or sets that in addition to structuring 
the previous input, determine what further information is 
attended to." The question findings from this research 
raise is "should diagnostic labels ever be used to cate-
gorize mental health/illness, and if so, what form should 
these labels take?" Virginia Satir (Reference Note 2) stated 
that professionals too often use diagnoses as identifying 
tags leading to expectations and prejudices, rather than using 
them as descriptions. Many psychologists and psychiatrists 
have recently begun to use descriptive or discriminative 
systems they find more "useful" than the traditional illness 
categories of psychological dysfunction which are tied to 
the medical model. Menninger (1963) talks of "coping de-
vices of everyday life" and "five orders of dysfunction." 
James and Jongward (1971) have simplified classification by 
labeling people either as "winners" or "losers" in life and 
describing the characteristics of each. Carkhuff (1969) 
uses a five-point scale measuring overall psychological func-
tioning, global helping ability, and competence in individual 
helping and human relations skills, as a"discriminative tool 
(Egan, 1972). 
The growth of behavioral approaches in psychotherapy 
in the last twenty years has stimulated interest in new 
systems of classification which utilize units smaller than 
the global personality which is the unit most often assessed 
for labeling (Scott, 1968). Behaviorists suggest that the 
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reliability of diagnostic labels w~ll be higher if those 
labels are based on specified, meaningful, discernible be-
haviors rather than on total personality. However, Kass and 
O'Leary (1974) found, as was also found in the present study, 
that even when specific behaviors are observed and rated, 
observers can be biased by expectations or labels. To re-
duce or eradicate this source of error, perhaps individuals 
could be trained to record behavior in clearly defined cate-
gories. In a study by Kent, O'Leary, Digment, and Dietz 
(1973), it was found that raters' expectations of children's 
disruptive behavior in a classroom affected their "global 
evaluation" of the extent of behavior change observed, but 
"specific behavior recording" produced by the same observers 
after instruction did not show any effect of the expectations. 
In applied mental health settings, the training of non-pro-
fessional observers and technicians in defining target be-
haviors specifically and thoroughly might seem warranted from 
the results of the present study, and others mentioned above, 
to eliminate the biasing effect of diagnoses or imposed ex-
pectancies. In conjunction with this, non-professional 
direct service providers in these settings, especially where 
children are the recipients, should be cautious when respond-
ing to or employing traditional, global, psychiatric diag-
noses of their clients. 
The current study reinforces the necessity for 
caution in the utilization of diagnostic labels, even if they 
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are unitized behavioral labels based on objective measures. 
Although there may be a clear consensus among mental health 
workers as to whether or not a particular behavior has oc-
curred there is still room for considerable disagreement as 
to the behaviors employed as criteria for "normality." 
The current study, to the extent that it is an out-
growth of social perspective investigations, examined the 
process of diagnostic labeling or mislabeling with respect 
to its biasing effect on observers. It was found that 
diagnoses did tend to influence and distort the perception 
of those inexperienced observers in a position to evaluate 
the filmed children's behavior. In "social perspective" 
terms it becomes apparent that diagnostic labels employed 
injudiciously may lead to "devaluation .. (Wolfensberger, 1972) 
of the labeled individual. Becker (1963) sees the deviant 
in society as merely one to whom the diagnosis has been 
successfully applied. This investigation demonstrated that 
once a child is so labeled, it is possible that all his/her 
behaviors and characteristics will be colored by that label. 
This study in many ways is a replication of the re-
search of Rosenhan (1973}, Temerlin (1968), Phillips (1963), 
and Langer and Abelson (1974). These studies, as does the 
present study, all support the same primary hypothesis: 
there is a labeling effect which influences observers' per-
ceptions and interpretations of behavior and events. 
61 
At this point it is important to understand some of 
the methodological and ethical criticisms lodged against the 
basic "social perspective" studies mentioned above, and 
briefly discuss ways in which the current research perhaps 
improved upon them. ~lso, an analysis of the limitations of 
this study as well as problems with the design employed can 
be profitably discussed at this time. In "diagnostic falli-
bility" research, "expectancy and person perception" research, 
and "attitudes toward deviancy" research, the stimuli which 
observers or subjects are asked to rate, interpret and re-
spond to are of the utmost importance. As discussed in 
Chapter II, investigators in these areas have had subjects 
rate, respond, and react to written or verbal descriptions 
of an individual; a tape recording of an individual; a video 
tape or film of an individual; a photograph or test protocols 
of an individual; a live individual; etc. 
Phillips (1963) employed written descriptions of 
three hypothetical people;....-two of whom "suffered" from forms 
of "schizophrenia" and one of whom was normal. His 300 
subjects then reacted to these written stimuli and he thus 
gleaned their attitudes about mental illness. One always 
wonders whether subjects• responses to a short written 
character description of a hypothetical person would be the 
same as their responses to an actual person who was mentally 
ill. 
Rosenhan (1973) refined this methodology by using 
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"live" stimuli rather than written descriptions, tapes, or 
films. He had normal stooges fake symptoms and feign in-
sanity at intake interviews, and he collected information on 
hospital staffs' treatment of pseudo-patients labeled 
"schizophrenic." A limitation of this design, however, is 
that he did not compare the reaction to these stooges with 
·the reaction to people who were actually schizophrenic at 
intake. One ethical criticism Rosenhan often receives (see 
Chapter II) is that his stooges lied about their complaints 
and distorted their histories leaving admittance to the hos-
pital as the only plausible, humane avenue open for the intake 
physicians. In Rosenhan's corollary study he told hospital 
staffs that pseudo-patients would be trying to get themselves 
admitted to the hospital, and a number of admitting physicians 
subsequently rated actual patients as fakers. Unfortunately, 
no pseudo-patients actually went through the intake process 
so no comparison could be made between reactions to those 
feigning insanity and those who were insane. 
Temerlin (1968) had observers react to a tape record-
ing of a person who they were told "looked neurotic, but 
actually was quite psychotic" by a credible and reputable 
source (see Chapter II). This taped person was a normal 
person. To further expand on the conclusions drawn from his 
results, it might have been interesting if Temerlin had also 
used a tape of a person who actually was psychotic. 
Langer and Abelson (1974} used a video tape of an 
, 
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individual being interviewed as the stimulus to which their 
subjects responded (see Chapter II). This individual was 
an actor and was in reality, neither participating in a "job 
interview" nor a "psychiatric interview." Langer and 
Abelson were unable tb compare professionals' reactions to, 
and diagnosis of, an individual who was actually being inter-
viewed for a job with their reactions to an individual who 
was actually in therapy, since they used only one video-
taped subject as their stimulus. 
In the present investigation two filmed subjects were 
used as stimuli to which observers reacted. One of the filmed 
subjects as indicated in Chapter III was actually emotionally 
disturbed--having been excluded from the public schools and 
placed in a "special school," and the other subject was 
actually normal. The imposed diagnosis (and only the imposed 
diagnosis) was manipulated for both filmed subjects. There-
fore the responses to the disturbed subject when labeled 
"normal" could be compared to the responses to the disturbed 
subject when labeled "disturbed, 11 and similarly for the 
"normal" subject. Using this type of methodology the in-
vestigator will avoid criticisms of "faked histories," 
11 distortion" or "phony symptoms." His results demonstrated 
that the label, whether "normal'' or "disturbed, 11 always af-
fected non-professional observers• perception of the filmed 
children whether he/she was actually normal or disturbed. 
This methodology, unique to research in the area seems to make 
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the results some'ivhat more generalizable, and more applicable 
in the field than results from previous investigations. 
The general limitation on the stimuli used in the 
current study is that observers are watching filmed chil-
dren rather than live children. Critics could argue that the 
additional behavioral information which paraprofessionals 
have about real, live children they are working with is 
enough to eliminate any biasing effect a diagnostic label 
might have. Further comments on the films themselves and 
their limitations as stimuli will be made in the next sec-
tion. 
Methodological problems include the lack of uniform-
ity in the measures used to tap observers' reactions to the 
filmed subjects. Because it was difficult to appropriately 
weight the measures, direct, meaningful comparisons cannot 
be made between them. One measure which was utilized in all 
experimental and adjunct groups (Appendix F) was an ongoing 
tally of any "pathological or unusual" behaviors which ob-
servers noticed while they watched the filmed children. Only 
half of every group was given this instruction since it 
necessarily had to be on the first page of the test packets, 
and the investigator hoped to see if this instrument itself 
biased responses on the other measures. Apparently it \vas 
too difficult for observers to keep a tally and watch a 
film at the same time. The total number of pathological be-
haviors tallied over all the groups was too small to analyze, 
1':1. 
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even though subjects indicated that they were noticing sup-
posedly pathological behaviors by their responses on Measures 
I and II. Although in its present state of development this 
device is not useful for person perception research, with 
further refinement a similar tool would be most appropriate 
in future investigations. This investigator sees it as im-
portant to be able to· devise a measure which is a direc.t 
behavioral rating scale which would pick up a "labeling 
effect." 
Another limitation in the methodology utilized for 
the current study is that the adjunct group of trained 
special educators was not counterbalanced in the same way 
that the experimental sample of undergraduates was. There-
fore it is really inappropriate to directly compare the two 
groups as to the degree they were biased by a diagnostic 
label. It is also inappropriate to relate the two groups on 
the basis of 11 psychological" training and experience, since 
the field of special education traditionally has been less 
11 psychology 11 oriented than 11 education 11 oriented (see section, 
Other Variables Affecting the Biasing Influence of Diagnoses}. 
The investigator can state that trained and experienced ob-
servers will be more affected by the actual diagnoses and 
behavior of the children than the imposed diagnoses; but he 
cannot statistically claim that the adjunct group was less 
affected by diagnostic labels than the untrained under-
graduate sample. 
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Psychologists and other mental health workers in the 
past have not taken the social perspective research on 
diagnostic fallibility to heart. One reason is the method-
ological criticisms lodged against the research as elu-
cidated above. The Braginskys (1973} feel another major 
reason professionals and paraprofessionals are slow about 
applying the knowledge gained from the results of these 
studies in their work settings is that they are biased like 
everyone else in our society. The Braginskys see the psycho-
logical classification system as an outgrowth and reflection 
of an entire conservative, middle-class political system 
within which these service providers operate. "The examina-
tion of diagnostic labels historically, linguistically, and 
empirically makes it clear that these labels tell us nothing 
about the labeled but a good deal about the labelers and the 
society they serve" (Braginsky & Braginsky, 1973, p. 112). 
A third reason psychologists have been slow to react 
to research such as Rosenhan's, Langer and Abelson's, and 
Temerlin's, into diagnostic labeling, is that they have 
grown up using the traditional medical labels; they have been 
trained in the utilization and affixing of such labels; 
diagnostic techniques they employ are geared to yield such 
labels; plus administrative, government, health, and educa-
tional bureaucracies have been constructed to handle in-
dividuals who have been categorized and de$cribed with the 
traditional labels. Psychologists in applied settings are 
often quite critical of the current classification schema and 
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are sometimes aware of the biasing effect it can have. 
However, until they have some useful, progressive, workable 
modifications or alternate systems to fall back on, they 
are unwilling to heed research which suggests that the con-
temporary system be scrapped. 
One psychologist who is offering a construc~ive alter-
native -is Nicholas .Hobbs -(1975). He sees psychological 
labeling or mislabeling as having the potential of being even 
more detrimental when used or imposed on "handicapped chil-
dren." In a recent compelling report to HEW on the effects 
of classification on children,_Hobbs wrote that: "classifi-
cation can be used to sanction treatment of children in ways 
that no professional group defends and that labels • 
generate expectations that often work at cross purposes with 
the most enlightened efforts to help children" (Trotter, 
1975, p. 5). The current study points to the possibility of 
such a situation being created by the use of contemporary 
psychiatric diagnoses. 
Hobbs (1975) calls for a major modification of the 
present diagnostic system. The results of this research 
indicate that his plea to HEW and Congress for the elimina-
tion of gross 11 illness" categories altogether, replaced by 
specific education and treatment goals or requirements, is 
not unwarranted. In his three-volume report, Hobbs proceeds 
to expand on this schema and it behooves psychologists to 
take note of his practical and applicable suggestions. 
,Ill, 
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Apart from the applied implications of this re-
search, valuable information on the accuracy of person per-
ception was also obtained. Social psychologists have been 
interested in this area since the work of Estes in 1938. 
The accuracy of observers' perception in this project gen-
erally hinges on the demand characteristics of the stimuli 
and the inherent characteristics of the observer and situa-
tior.. Some of the salient variables in the stimuli used 
were: one filmed subject was a boy and the other was a girl; 
the girl was better dressed than the boy; the girl looked 
slightly older than the boy, the films are silent and both 
children appeared to be talking at various times (in actual-
ity, the boy's utterances were not conversational, whereas 
the girl's were); both subjects were filmed in a special 
school setting (observers were told this); the Qirl was a 
stranger to the other children in the film, ~hile the boy 
was not; both children were filmed in structured and un-
structured situations, alone, with peers, and with adults; 
and the boy had more contact with controlling adults in the 
film than the girl since he actually was a special student 
at the day school. The film clips of both children were 
judged to be fair, representative, samples of those childrens' 
behavior by therapists who worked with them (Bee Chapter III). 
If the reader is interested in ~les of descriptions of the 
filmed children from experienced professional and inex-
perienced undergraduate observers who were given no diagnostic 
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labels, three such descriptions can be found in Appendix G. 
Because of the cues available that one might respond 
to in meeting the demand characteristics of the films (e.g., 
sex, age, clothing, etc.), one might conclude that these 
variables could be confounding the effect an imposed diag-
nosis has on the perception of the observers. In the current 
study the labels affixed to the two filmed children obviously 
differ, but so do other characteristics of the children such 
as the variables just mentioned. Therefore any direct statis-
tical comparisons of the "normal" subject with the "disturbed" 
subject are ambiguous since they may be based on actual dif-
ferences in behavioral abnormalities, on other cues such as 
sex, or a combination of both of these. However, this type 
of comparison per seis.not related to the primary concern 
of this study. The main comparisons, which this investigator 
has been focusing on are not affected by cues other than 
the imposed diagnostic label since each film subject is com-
pared with him/herself. 
The inherent characteristics of the observers and 
the situation were not a primary concern of the present 
study although preliminary results indicate that these are 
crucial variables in the study of person perception (see 
next section). 
Cronbach' s (1964) concepts of "elevation," ''stereo-
type accuracy," and "differential accuracy" were also 
II' 
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portrayed in the results of this investigation. The accept-
ance of the hypothesis indicates that a diagnostic label 
imposes a response set on the observer which makes his/her 
judgments inaccurate. Cronbach categorizes this measurable 
component of inaccuracy in social perception as "elevation • ., 
The comparison of the control group with the "normal-
normal" experimental group demonstrated that an added set 
which the diagnostic label "normal ... imposes, influenced ob-
servers to evaluate the children's behavior more positively 
than observers who were evaluating the children's behavior 
without the imposition of any label. Without a label, sub-
jects tend to resort more to differential analysis and a 
real evaluation of the filmed behavior. As Cline (1964) 
found, some evider-ce in this study also suggested that sub-
jects not exposed to the film stimuli must depend on their 
internalized and possibly inaccurate stereotypes of what the 
average child is like, rather than a real evaluation of 
the children. Being exposed to the films at least allows 
observers to base their evaluations on differential and pos-
sibly more accurate analyses. 
Other Variables Affecting the 
Biasing Influence of Diagnoses 
It seems obvious that one•s values, personality, 
sex, mental health training and experience, contact with 
children, and therapeutic or professional orientation will 
affect the way an event or behavior is perceived, judged, 
and interpreted. The present investigation, as a secondary 
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concern, was interested in looking at some of the more ac-
cessible variables as they might influence the biasing effect 
of diagnostic labels. The author's future research to be 
done in this area will focus on how professionals with dif-
fering therapeutic orientations and training utilize or ig-
nore the medical diagnoses imposed on a child. 
The adjunct, professional sample employed in the 
current investigation was small and heterogeneous. This 
sample has been characterized as "trained and experiencedn 
special education teachers, but it is important to realize 
that the training special educators receive is quite differ-
ent from the training many other mental health professionals 
(e.g., psychologists, psychiatrists, psychiatric social 
workers, psychiatric nurses) receive. Special education 
teachers of the "emotionally disturbed," "retarded," and 
"maladjusted" generally relate to a different nosology than 
psychologists and psychiatrists. Traditionally, they are 
not psychodynamically oriented and tend to have a "psycho-
educational" treatment approach rather than a "psychological" 
approach. Therefore, it is not surprising that the adjunct 
sample was less affected by a traditional diagnostic label 
imposed on a child than by the actual emotional adjustment 
or behavior of that child. These teachers, apparently, 
were less interested in medical diagnoses than they were in 
actual behaviors of the children in the films. No doubt the 
experience with children the teachers had (ranging from four 
months to twenty years) also added to the accuracy of their 
perceptions and the reluctance to be biased by labels. 
Thus amount of experience with children may be one salient 
variable in determining whether a professional or para-
professional will be subject to a "labeling" effect. How-
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ever, because of great differences in training and orienta-
tion, the results from this pilot investigation should not 
be generalized to all mental health workers. There is a 
necessity for future investigation into the quality and 
quantity of professional training as it relates to "diag-
nostic fallibility" and person perception. Therefore, 
in the next study to be undertaken by the author, several 
samples of professional mental health workers will be used. 
Each sample will be homogeneous in treatment approach, so 
training, experience, and some personality variables as they 
influence the labeling effect, can be extensively analyzed. 
In future studies the assessment of subject charac-
teristics will be important. This investigator recommends 
the following, or a similar format, which was loosely piloted 
in the current study, as a useful method of categorizing 
treatment ideologies. The grid below was devised by deriving 
four statements from the literature of different schools of 
psychotherapy to describe the general goals of therapy. 
GROWTH ORIENTATION 
1\ 
I II 
SPECIFIC <------~---------> GLOBAL 
IV III 
v 
PATHOLOGICAL OR ADJUSTMENT 
,, 
I 
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A group of twenty Loyola graduate psychology students and 
their professor when polled, agreed that the following state-
ments of therapy goals were representative of the four 
quadrants above: 
1} "The patient's learning of new skills which can be 
used in previously stressful situations, as well as 
a general increase in the patient's behavioral 
repertoire," _characterized Quadrant I; 
2) "The patient's cognitive acceptance of his or her 
feelings of distress and the willingness to be open 
to experiences previously distorted or avoided," 
characterized Quadrant II; 
3} 11 The uncovering and resolution of emotional problems 
which are causing the patient's symptoms," charac-
terized Quadrant III; 
4) "The reduction or elimination of undesirable, patho-
logical symptoms which are causing the patient 
anxiety and distress," characterized Quadrant IV. 
The number of pilot subjects in the current study 
who fit in each quadrant was too small for analysis. From 
previous research by Langer and Abelson (1974), however, 
there are some indications as to how observers' theoretical 
approach does affect the way in which they are influenced by 
diagnostic labels. They found that behavior therapists were 
more or less immune to the response set which labels provide. 
Apparently they focus heavily on the individual being ob-
served and rarely even attend to background information such 
as history or a label. In further research, this investiga-
tor might hypothesize that those professionals falling in 
Quadrants I and IV (a behavioral approach) might be less 
biased by an "abnormal" diagnosis imposed on a child than 
those falling in Quadrants II and III (a global approach). 
,~]I . 
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The hypothesis of the present study concerned under-
graduate volunteers from college psychology classes. These 
subjects were relatively un~rained in the field of mental 
health and had little formal experience working with children. 
However, they probably did have some academic knowledge about 
psychology and the meaning of some psychological diagnoses • 
. Students such as these are often found in mental health set-
tings as paid paraprofessionals or volunteers. Results of 
this study indicate that a diagnosis imposed on a child may 
affect how an inexperienced observer perceives the child's 
behavior, judges the child, responds and relates to the 
child, expects the child to perform, predicts the child's 
future performance, and selects behaviors to modify, 
strengthen, or eliminate. 
It is crucial to be aware of how easy it is to 
criticize, through one's research, the existing system of 
diagnostic classification. The more difficult, yet more 
important task, is the scrutinizing of this system with the 
purpose of developing constructive and humane alternatives 
to be used in the delivery of children's mental health serv-
ices. It is this challenge that psychologists will hopefully 
rise to in future investigations. 
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APPENDIX A 
ji1P" [84] 
Please go through the 24 items on this sheat and decide which could apply 
to the child starring in the film you just saw. If you think the item could 
apply, put an "X" on the blank in front of the item. Next go back over 
only those items you checked and decide ~ what degree you think the 
statement applies to the child in the film. The number "1" means the state-
ment is slightly accurate in·describing the child or his behavior or what 
it might mean~ The number 11 2" means the statement is somewhat accurate in 
describing the child. The number "3 means the st3t:cment is quite accurate 
in describing the child. 
The child in the film I just saw was (CIRCLE ONE) the BOY the GIRL. 
Key 
slightly 
positive.l. This child is actively eager to participate 
in games with other children. 
positive 2. The child has an excellent ability to concen- ' 
trate and sit still long enough to do a prob-
lem even if it is frustrating. 
Negative 3. The child seems worried, moody, and pouty, 
rarely initiating any interactions with others. 
He or she also sho•-1s some irritability and 
possessiveness. 
Child's play behavior, when alone, seems primi--_ 
tive, sporadic, and well below that expected -
of his or her age. 
Positive 5. The child plays 'rith the other cbildren, but 
is not one of them. 
1 
1 
1 
quite 
2 3 
2 3 
2 3 
2 3 
2 3 
:·Positive 6. The child is energetic and has excellent fine 
and gross motor and visual skills. 1 2 3 
.... 
Negative 7. The child's eating habits are quite poor. 
Negative 8. The child responds to relatively instructional. 
situations with some passive-aggressiveness~ 
hyperactivity, lack of patience, boredom, arid 
difficulty in attending to and completing the 
1 
assigned tasks. 1 
Positive 9. The child is happy, in good spirits, and responds 
in a very natural way. 1 
NegativelO. The child's behavior suggests a relati~ely sc~~zo­
phrenic or autistic adjustment pattern with a . 
great deal of anxiety about his or her own phys~ 
ical and emotional safety. The child seems un 
related to the things and people around him or her.l 
Positive11. Like many kids,this child makes funny faces and 
plays with his or he~_food. 
Positive12. The child has good eating habits •. 
Positivel3. The child is innovative and creative, and his or 
her intellectual capacities seem within average 
limits. 
1 
.f 
1 
2 3 
2 3 
2' .. 3 
2 3 
2 3 
2 3 
7 3 
I I 
11 
• • .• 1."' 
.:· 
slightly 
Negative·.-~4. The tasks the child performed are appropriate 
for'a much younger child, yet he or she still has dif-
~ic.ulty with fine motor coordination tasks. · 1 
positive 15. The child is competent, bright, self motivated, 
and pleased with his or her efforts and successes. 1 
Negati~l6. There seems to be possible psychogenic autism 
and/or schizovhrenic adjustment in this case. 1 
Negati~l7. The child appears to be aimlessly-throwing him-
self around while playing rather than being ex-
uberant. 
Negati~18. The child's behavior appears age iriappropriate 
and developmentally retarded. He. or she has 
a very short attention span, minimal \7erbaliza-
tions,with productivity and creativi:tY ·being be-,, 
low age level. 
l 
1 
Positiv~l9. The child is affectionate with adults and gener-
ally responds happily and playfully to· their teasing.! 
Positive 20. The child seems .to demonstrate a decisive and 
quick plan of action in structured, task oriented 
situations. He or she is a quick worker.and 
is willing to persist even when having some dif-
ficulty. 
Negativ~l. The child, during one segment of the film, 
appeared to be hallucinating or at least losing 
contact wi~h events and circumstances around him 
or her. There is also a tendency towa~d postural 
1 
"' 
stereotyping such as rocking"and hand clasping. 1 
Positive 22. 
Negativ~23. 
The child talks arid relates adequately··With ol:her~ • .-"" : 
He or she listens to and understands 'directions ", " r ·:" :~ " 
well, cooperating willingly with teachers and peers. -1 
The child responds more frequently to adults 
than to h.is or her peers suggesting that he or 
she may be working through signifi~ant depen-
dency j.~sues with.his·or her parents. The child 
always seem: to be controlled by the adults around. " 1 
Negative 24. The' child does riot like to be touched by adults ~r" 
peers. He or she is unwilling to participate in -; . "" 
activities and generally appears tense, inhibited, · 
and uncertain in relation to other children •.... 
T~ere is some difficulty in interp.ersonal· rela- "". 
tions and he or she is more relaxed in relation 
to things than to people. . " " .. 1 
. ~ .· 
.-.: 
_. 2 
2 
2 
2 
2 
2 
2 
2 
2 -· 
2 
. '• 
3' 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
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APPENDIX B 
[86] 
Please do this for each of the follot-ring lines. -1-
conscienceless 3 4 6 conscientious 
dominant J submissive 
happy I depress'ed -- · I 
dull minded I - 1 2· r 3 I 4 5 6 intelligent .. I 
loving 5 4 3 1 not loving 
demanding not demanding 
trusting 4 3 1 distrusting 
tough I I . I sensitive 
I .. : - ·- -~ :~ -: -
jealous ~ I : ~ 1 not jealous quick 6 5 4 3' 2 slow - -
-4. 
. " 3 _l. -· :curious uninquiring 
~··pt·i.mi"-~t.i.;- 4 3. 1· J pessi.m:lstic 
warm 4 3 1 cold 
L"Tlpatient I patient 
responsive 4 3 1 J aloof.-
th~n:•nt.n:"l.•us . 4 3 1 J ti1nid 
- . 
BE CERTAIN YOU RL\ VE PUT ONE CHECK MARK ON EACH LINE 
[87] 
-2-
::r ~ r-1 (]) ~ ~ (]) 
..;..J r-1 ~ ..;..J ell ..;..J ~ 
H ,... ..c H ~ (]) hj M (]) ~ H 'r.l •rl •.-I '0 
0 0 r-1 r-1 0 (]) 
:> f.l til til E > 
soft-hearted 4 3 '1 I hard. hearted 
colorful 4 '3' .. 2 
' 
1 I colorless 
outgoing 4 3 .. r 2· ·r·· r self-centered 
irritable 3 4 5 . 6' ( easy going 
real 6 5 4 ·3 2 1 .· f unreal 
pror.e to anger 3 4 I. 5-· I 6 f not prone to anger 
meaningless 3 4 5 _f ... L \ -~~-.n·\~·~f'nl. 
interest:i.ng 6 5 4 •3 1 boring 
confident 5 4 3 1 1 feels inadequate 
formed ·4 3 1 J for.mless 
noisy 4 3 1 I quiet · 
Film of boy masculine> 1 I f e::ni nine 
Film of girl 6 
shallow I deep 
fearful J not fearful 
unpredictable I stable 
likes school 4 3 l I ~. J 'l~ -. 1s 'l..,_e::; school 
3 4 6 I good me:::;1ory poor me=nory 
excitable 6 5 4 3 2 l I calm 
0,tJlJV~54.t.-4 J ~-~~-----=.&.-'--., .. 
:'li !"nt•dRrly I neat 
· BR f'Ji'.!lTAI.N YOU HAVE Pl.i'T OnE CEECK HARK mJ EACH LINE 
[88] 
-3-
~ ~ ~ !::1 <D <D +l r-l +l 
C'l! +l +l C'l! 
~ ..c ..c f.; ~ (j) h.O h.O (!) ~ ~ '0 •rl ·rl '0 ~ 0 0 r-l r-l 0 (!) 
> s (/} (/} s > 
anxiOUS· 1 nonchalant 
interested 4 3 1 bored· 
disobedient 3 4 6 1 obedient 
truthful 4 .3' -1. 
.flying 
tense 3. 4 6 1 relaxed 
subject to distraction 1 able to concentrate· 
emotional 4 3 1 1 selfcontained 
strong -vrilled · 4 3 . r 2 1 1 weak willed 
.~· 
independent 4 3 1 dependent 
exhibitionistic 1 modest 
difficult to discipline easily disciplined 
attention avoiding 3 4 6 attention seeking 
irresponsiblo 3 4 6 responsible 
nervous placid 
not helping 3 4. 6 helping 
infantile a.dul f.-like 
obstructive 3 4 cooperative 
effective 4 3 1 ineffective 
:lisorganized organized 
prone to tantrums not prone to tantrums 
BE CERTAUI YOU F.A VE PUT ONE CHECK NARK ON EACH HN5 
[89] 
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~ >.. 
,-I ,-I 
(!) !:>, ~ (!) ..J.) ,-I +l c:! ...., (1j 
1--t .... .c 1--t .,.,.. ~ 0 bD bD (!) ~ 'U ·r-1 •.-I 'U 0 0 ,-I ,-I 0 (!) 
:> s tr.! til s :> 
adjusted 4 3 1 maladjusted 
friendly 4 3 2 1 not friendly 
happy 4 3 2 1' sad 
leader 4 3 1 follower 
always on the· gcJ 6 5 4 3 1 not active 
never seems to tire 
: 
6 
: 
5 
: 
4 
-I 3 
: 
2 
: 
1 tires easily 
outdoor type 6 5 4 I 3 2 1 indoor type 
e:twtionally healthy 6 • 5 ~ 4 
; 
3 2 :. . 1 
.'.: 07r:otio:1ally disturbed 
BE CERTAIN YOU HAVE PUT ONE CHECK M.4.RK ON EACH LUlE 
L 
APPENDIX C 
I 
.I 
P~OBLE::i CI-ECXLIST [91] 
Please co~plete this fo~ as if you had been observing the child in the film 
at ho::ne and in school over a long period of time. Indicate ~•hich of the fol ... 
lmri..ng might constitute proble:ns as far as this child is concl3rned. If you 
guess that an ite:n Hould np_t co:1stitut'3 a problern, circle zero; if you guess 
that an item -vrould constitute a ;n}._l_d_ problc:n, circle the one; if you guess that 
an item would constitute a p_ev~re_ problem, circle the t-.;m. Please usc your i:aagi-
nation to predict or extrapolate anm·mrs fro:n the child 1 s fiL"llod behavior and comp-
lete ~~2~X ite~. 
Circle one: Co:nplotod as if havi'1g observed tho BOY GL1L. 
0 1 2 
0 1 2 
0 1 2 
0 1- 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1. 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2. 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
0 1 2 
1. 
2. 
3. 
4. 
5. 
6. 
7· 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 
35. 
36. 
37. 
38. 
39. 
L~O. 
Thumb-sucki.1g 
Restlessness, i:1ability to sit still 
Attontio:1-sooki;1g, 11 show·-offi: behavior 
Skin allergy 
Doosn 7 t knm·: hot1 to ho.ve fun; boh~.:ves like a littlo .. adult. 
Self-consciousness; easily o~barrassod 
Hoado.chos 
Disruptiveness; tendency to ['..nnoy ['..nd bother othqrs · 
Fuelings of inferiority 
Dizziness, vertigo 
Boisterous :-Joss, r01vdinoss 
Crying over ~inor annoyances and hurts 
Preoccupation; 11 in a Horld of his owni1 
Shyness, bashfulness 
Social "'Tithdravro.l, preference for solitary activities 
Dislike for school 
Jealousy over attei1tion pg_id other children - · 
Prefers to pl['..y 'tri.th younger children 
Short ~ttc~tion span 
Bed"Yret ting 
Inattentiveness to what otbors s~y 
Easily flustered and confused 
Lack of interest in onvironment,-generally nborodn attitude 
FightL1g 
N"t!usca, vo::.1i ting 
Temper tantru:ns 
Reticence, socreti"venGss 
Truancy fron scLool 
Hypersensitivity; feelings easily hurt 
Lazii1ess in school and porfor::nanco of other tasks 
A~~ety, chronic general fearfulness 
Irresponsibility, undopondability 
Lack of self confidence 
Excessive daydro~~ing 
Tension, inability to relax 
Disobedience, difficulty in disciplinary control 
Depression, chronic sadness 
Uncooporativeness in group situations 
Aloofnuss, s•JGi:.l r0s0rve 
Passivity, sugg0stibili ty; e;.sily L.d by othors 
PROBLEH CHECKLIST 
[92]. 
Pa.ge 2 
0 1 2 41. 
0 1 2 42. 
0 1 2 43. 
0 1 2 44. 
0 1 2 45. 
0 1 2 46. 
0 1 2 47. 
0 1 2 48. 
0 1 2 49. 
0 1 2 50. 
0 1 2 51. 
0 1 2 52. 
0 1 2 53. 
0 1 2 54. 
0 1 2 55. 
Clumsiness,· awkt-Jardness, poor muscular coordination 
Stuttering 
Hyperactivity, "always on the go" 
Distractibility 
Destructiveness in regard to his or her own a.nd/or others' 
property 
Negativism, tendency to do the opposite of what is requested 
Impertinence, sauciness 
Sluggishness, letharGf 
· Drot11siness 
Profane language 
Prefers to play with older children 
Nervousness, jitteriness; easily star~led 
•. 
. ' . 
Irritability; hot tempered, easily aroused to anger 
Stom:::.ch aches, abdominal pain 
Specific fears, e.g. of dogs, of the dark,_ o~ riding ib or 
on a vehicle. 
APPENDIX D 
[94] 
QUES TIOZ.:!·TAIP..E 
ITAHE A~ 
----- --------------
(Circle one) FRZS H!'-I.. 1\i,T 
0 THE R 
SOPHO: iO?..E JUHIOR SEi:.IIOR GRAD. ST. 
_ .. _____ _ 
EAJOR 
PREVIOUS HIGH SCHOOL Aim, COLLEGS ?SYCHOLOG"I .AlTD SOCIOLOGY COURSES TPJCEi:J: 
(by general name) 
H:lve you seen the h1o children in these films before? 
Have you ever uorked at the Loyola Day School? 
If "yes 11 , briefly explain in lJhJ.t cap:'lcity: 
Have you had any formal or informal oxp.orience Norking with children? 
If 11yes 11 , briefly explain the n.c.ture of these experiences: 
( Please ansHer the following questions by circling the number l-Jhich you feel 
is appropriate.) 
1. Do you feel that problematic behavior produced by severo e.motional. 
disturbance or psychoses can be eliminated or changed with specific short 
term therapeutic techniques or will treatnent have to take the fora of a 
very long term supportive relationship. 
§hort terc lon2 term 1nelaneutlc suonortlVS. LOC>lnlques re~~tlonsnlp 
1 2 .3 4 
2; Do you feel that emotion~l disturbance in children is a medical problem 
best treated in~ hospital sottin~, '6r ·is a problem in living besttreated in a 
hospital 
se-ctlng 
1 2 
special school setting. 
.3 
J. Do you feel that the examinction of childhood experience is essential to 
effective adult psychotherapy. 
esserticl 2 .3 no~ at all important 
4. Do you feel that the use of offici.:-~1 psychiatric di.:tgnoses is helpful to 
p:J.tionts and thorapists. 
vory helpful a hindro.nce 
1 2 .3 4 
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QUESTIONNAIRE (96] 
NAHE -----------------
SEX ___ _ AGE ____ _ 
GRADUATE PROGRA1·1 ______________ ...._ __ 
UNDERGRADUATE :VLAJOR ---------------
Psychology courses you are currenty taking: 
Describe your training in the field of psychology: 
Have you seen the two children in these films before? 
Have you ever \·Jerked at or visited the Loyola Day School? --------
If 11yes 11 briefly explain in what capacity: 
How many years have you worked professionally with children? -------
Please describe, briefly, the nature of this work: 
(Please answer the following questions by circling the number which 
you feel is appropriate.) 
1. Do you feel that problematic behavior produced by severe emotional 
disturbance or psychoses can be eliminated or changed with specific 
short term therapeutic techniques or will treatment have to take 
the form of a very long term supportive relationship? 
2. 
~hart term lon~ term fie"~"aDeU'tJ.C SUD O"t'"GJ.Ve. ecnnJ.ques reL 'tJ.onsnJ.p 
1 2 3 4 
Do you feel that emotional disturbance in 
blom bo~t treated in a hospital setting, 
best treated in a spocial school setting? 
hosuital 
se"ttJ.ng 
1 2 
. 1 ~ggg5):-
4 
children is .. a medical pro-
or is a problem in living, 
i ,, 
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,I 
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li 
il 
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111 
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li 
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[97] 
3. Do you feel that the exD.r.:ination of childhood experience is essential 
to effective adult psycb.othorapy? 
essential not at all important 
1 2 J 4 
4. Do ycJJ. feel that tho usc of offi~ial psychiatric diagnoses is helpful 
to patients and therapists? 
very helpful a hindrance 
1 2 4 
5. The goal of psychotherapy with disturbed individuals should be: (Please 
circle the~ statement which you feel is~ inpo:rtant.) 
1 • The reduction or eli~~nation of undesirable, pathological 
symptoms which are causing the patient anxiety and distress. 
2. Tho patient's cognitive acceptance of his or her feelings 
of distress and the l'1illingnoss to be open to experiences 
previously distorted or avoided. 
3. 
4. 
Tho uncovering and resoltion of emotional problems which are 
causing the pD-tient 1s symptoms. 
Tho patient's learning of ne~ skills which can bo used in 
previously stressful situations, as ·vzoll as a general increase 
in the pctiont's adaptive behavioral repertoire. 
'' I jl 
! ' 
APPENDIX F 
I [99] 
As you c:lrefully \·latch the follot·Jing film, put an "X 11 on this p:lge every 
timo you notice 2 piece of behavior t·;hich you bolievo could bo considered 
maladaptive, ~thological, or unusual. Do not turn to the noxt pago in this 
p-3.cket until the instructor tolls you to llhcn tho filr.1 is . over 
(circle ono) The child in this film is the BOY GIRL. 
··--------------------------------------------------~-------------------------
c1oo 1 11 11 II i1! 
This is a study on the relationship of social intelligence to the percop-
1
' 
tion of other people's behavior. Your task is to carefully watch the short 
fila which follot~s that focuses on one young child. Do not turn to tho next 
pngo in this packet until the instructor tolls you to when the film is over. 
(circle one) Tho child in this film is tho BOY GIRL. 
---------------------- ----~-----·-- -·-----·------- ...... ------------- . --
11! 
I' 
l't 
II 
I 
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APPENDIX G 
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I 
Description of Children in Films by a Professional Develop-
mental Psychologist 
Girl 
The girl was an attractive child who appears uncer-
tain and somewhat tense, especially in relation to other 
children. She appeared interested in their activities but 
did not participate (or is not accepted?). In reaction, 
she releases energy or tension by solo performances of hand 
springs, attempting·to stand on her hands, etc. Such activ-
ity may also serve to gain approval from adults. However, a 
problem in relating to others seemed supported by lunch 
behavior--very concentrated in food with no attention to 
others present. Her coordination and ability to concentrate 
appear good (performance on tasks and gymnastics). On tasks, 
she was a quick worker but willing to persist even when having 
some problems (block construction). She is proably quite 
bright. She seemed to be more relaxed in relation to things 
than to people. 
. On playground, he appears active and eager to par-
ticipate with other children, but he may lack the necessary 
skills. When he fails to get ride on cart, he runs off 
yelling and then joins adults. While eating, he shows af-
fectionate relationship with adult (touch on arm). In tasks, 
he seems to lack skill or-motivation--especially the latter. 
He appears bored and dejected. I expect he likes to be active, 
likes attention, and is minimally interested in school. 
103 
II 
Description of Children in Films by an English Teacher 
Girl 
Though not an unfriendly person, this girl sometimes 
was very willing to ·engage in activities with others. At 
other times she was unpleasant and refused to participate. 
She was especially pleased when she became the center of 
attention. Like many kids, she would make humorous faces 
or play with her food. She was also on the competitive side 
when she felt she could win, but would run away from situa-
tions she felt unsure of. She was also non-verbal at times 
and her play was erratic. 
This boy seemed to be very verbal and active at all 
times. He easily joined in the activities with the other 
children and was only upset once, and he went and talked 
to other people. His eating was fairly good,yet he opened 
his mouth and clowned around a bit. His concentration was 
good when he was given things to do. When he couldn't 
figure out what to do, he took the easy way out. 
r 
l04 
III 
Description of Children in Films by an Untrained Undergraduate 
Psychology Student 
Girl 
The girl in the film looked approximately six or 
seven years old. She had an intelligent face and was of 
average size. Her motoric ability was well-developed; 
she walked, ran, and _did handstands on the lawn. The only 
unusual thing I noticed is that the girl did not experience 
any close physical contact with anyone. She didn't hug or 
kiss the adult or any of the other children. Even in crowd 
scenes she tended to be on the outside and aloof. 
The boy in the film appeared quite normal. He seemed 
friendly and open. He played well with others and had well-
developed motor reflexes. I believe, however, that the boy 
was deaf. It appeared in one scene that the woman watching 
him eat spoke to him without eliciting any response. Also, 
when people spoke to him they tended to use their hands more 
expressively. At one point an adult pulled him away from 
one of the go-carts after the little boy failed to respond 
to him. 
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